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HYSTERICAL PARALYSIS WITH RE- 
PORT OF CASE OF FIVE YEARS’ 
DURATION* 


LINUS J. FOSTER, M. D. 
ANN ARBOR, MICH. 


The case presented here is of unusual interest 
because hysterical paralysis with contractures 
of such severity is rarely diagnosed as such. 
The main features of the case were a spasmo- 
dic quadriplegia with contractures and a hys- 
terical trismus of five years’ duration. 

A young woman, age 27, American, and sin- 
gle, entered the University Hospital complain- 
ing of “nervousness, jerking movements of the 
arms, and paralysis.” Her father and mother 
were living and well. The same was true of 
all her brothers and sisters. There was no his- 
tory of any other nervous disease in the family. 

The previous. medical history was entirely 
negative except for smallpox at the age of 7 
and an appendectomy a few months previous to 
the onset of her present trouble. Her men- 


strual periods started at the age of 14 and have 
always been regular and not accompanied by 
any severe symptoms. 

In 1917, while attending a celebration with a 
group of several girls, some men on horseback 
became mixed up in the crowd and she and a 
girl friend were thrown to the ground. She 


did not remember of being actually thrown to 
the ground, but was told this later. Everything 
else concerning the incident was quite clear. 
She was taken home severely bruised and said 
there was a “large hole” on one side of the spine 
and a “lump” on the other side. At this time 
there was a generalized numbness. Soorf after 
this she became “stiff all over” and has been 
confined to bed practically ever since. 

During the course of her illness there was 
a period of 18 months during which she was 
blind. The trembling of which she complained 
on entrance to the hospital, had been present 
for six months. She had two similar attacks 
of this previous to the present one. Photo- 
phobia, dull and sharp pains in the back, “draw- 
ing sensation” of thé eyes, had been symptoms 
from the start. The same was true of her in- 
ability to move her legs, arms and hands. The 
fists were clinched so tightly that it was neces- 
sary to keep gauze in the palms so that her 
finger nails would not pierce the skin. The 
trismus had also been present from the begin- 
ning of her trouble and the stiffness of her 
neck had been a symptom for a few months 
previous to entering the University Hospital. 

When examined the patient was lying in bed 
in Fowler’s position. (She was unable to lie 
flat because of the pain it caused) and appar- 
ently was comfortable. She was poorly nour- 
ished. The examination of the skin, hair and 
nails was negative. She replied promptly to 
questions but with some effort. There was a 
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low pitched moan with each expiration, for 
_ which she could give no explanation. The arms 
were held acutely flexed at the elbow and the 
fists were clinched with the thumbs inside. The 
hands were held immediately beneath the chin. 
There was a continual rythmical fast, coarse 
tremor of the arms. It was impossible to test 
the pupillary reflexes because of photophobia. 
All of the extraocular movements were normal. 
There was no nystagmus nor anaesthesia of the 
conjunctivae. She was unable to open her 
mouth and for this reason could not protrude 
the tongue. The masseter muscles were some- 
what contracted, but they contracted more firm- 
ly when she was asked to do so. ; 


The biceps and triceps reflexes were present, 
equal and normal. The forearms could be pas- 
sively extended, but only with a great amount 
of force. She could not make any movements 
of the lower extremities. They were held 
rigid in adduction with extension of the feet 
and flexion of the toes. The left foot was over 
the right. The knee and Achilles jerks were 
obtained with difficulty because of the rigiditv 
present. Vibratory sense was preserved in all 
four extremities. The sense of motion and po- 
sition of the toes was also preserved. The 
tendo Achilles tenderness was normal. There 
was a stocking tvpe of anaesthesia. The back 
was held rigid. No abnormal curvatures of the 
spine were present. The umbilical reflex was 
present on both sides. 


The general physical examination was nega- 
tive. Her weight was 64 pounds. The exam- 
inations of the blood and urine were negative. 
Her blood pressure was 110/70. The blood 
Wassermann was negative and the X-ray ex- 
aminations of the spine and of the knees 
showed nothing abnormal. 


The patient was treated by psychotherapy 
by means of strict isolation and persuasion and 
received a daily treatment with static electricity 
to reinforce the suggestion. Two weeks after 
the beginning of treatment the hands were held 
open and the arms could be moved in any direc- 
tion. She could also flex the legs at the knees 
and was able to chew her food. After another 
two weeks she was able to walk, but with a 
markedly hysterical gait. She continued to im- 
prove and was soon able to walk up and down 
stairs . Two months after her entrance she was 
discharged walking normally, having no com- 
plaints and weighing 105 pounds. 


A case similar to this one was reported by 
Dejerine and Sesary (Revue Neurologique, 
May 1907) who showed the patient before the 
Paris Neurological Society. In that case there 
was no history of attacks of blindness nor of 
trismus as there was in our patient. Hysterical 
blindness is a relatively rare condition, but a 
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number of such cases have been ,reported ani 
the practical importance of the recognition o 
such a condition is obvious. In a case reporte: 
by C. D. Camp (Jour. Mich. State Med. Soc. 
Nov. 1917) the blindness had lasted:eight year. 
but was rapidly cured by appropriate treatment. 
Trismus is also not infrequently an hysterica! 
manifestation and might be mistaken for te- 
tanus, especially if the patient shows rigidity or 
contractures in other parts of the body. 

It is often said that hysteria, especially with 
its more severe manisfestations, is more fre- 
quently found in the residents of large centers 
of population, but our experience does not seem 
to bear out this view. We find a large number 
of cases occurring in those living in the country * 
or small village. 


The importance of recognizing the-true na- 
ture of a case of this kind lies not only in the 
benefit to the patient, but mistakes are distinctly 
detrimental to the credit of the profession. 





MODERN VIEWPOINTS ON GASTRO- 
INTESTINAL SURGERY* 


ALEXANDER MACKENZIE CAMPBELL, M. 1). 
i. AG Cis: 
GRAND RAPIDS, MICHIGAN 


The object of this paper is to consider in 4 
brief and general way the present status of 
gastro-intestinal surgery, and it seemed to the 
writer that a short history of the development 
of this particular branch of surgical work might 
form an appropriate background to such a con- 
sideration. 

Gastro-intestinal surgery was rarely at- 
tempted before the seventeenth century. Lapar- 
otomy was never performed by the surgeons of 
ancient times and it was not until the employ- 
ment of anaesthesia, as originated by Morton 
and the introduction of Lster’s principles of 
antisepsis, that this type of surgery really 
achieved a permanent existence. 


During the seventeenth century attempts to 
remedy diseased conditions of the alimentary 
tract by surgical means were not uncommon. 
but we assume that the mortality attending 
such operations was nearly 100 per cent. 

Neuberger (2) tells us that an Italian sur- 
geon, Zambeccari, made excisions of small 
pieces from the liver and intestines of dogs and 
that he performed four successful operations 
in succession. | 

In 1711 Lorenz Heister, who was the great- 
est German surgeon of his age, performed the 
first post-mortem section, demonstrating the 
condition which we now term appendicitis ; but 
it was not until almost one-half century had 





*Read before the Surgical Section of the Canadian 
Medical Association at Winnipeg, June 23, 1922. 
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elapsed that the operation was performed upon 
a living subject. 

Metivier (3) in 1759 published the first au- 
thenticated case of appendicitis in the following 
words: “A man aged about 45 presented him- 
self at the hospital, St. Andre at Bordeaux, for 
treatment for a tumor situated in the right um- 
bilical region. The surgeon perceived consider- 
able fluctuation and made an incision which 
evacuated about a pint of evil smelling pus. 
The resulting ulceration was not very long 
clearing up, but just while there appeared to 
he a fair chance of recovery, the patient died. 
At the autopsy the caecum showed no abnorm- 
ality, but was dotted with gangrenous areas. 
The condition of the vermiform appendix was 
entirely different; as soon as the organ was 
opened a large pin was discovered which was 
entirely encrusted and in part so corroded that 
the least pressure was sufficient to break it, a 
condition due not only to the humidity, but also 
to the acidity of the secretions shut up in the 
vermiform appendix. From the foregoing, it 
can easily be seen (although the patient had 
never spoken of swallowing a pin) that this 
foreign body had been retained for a long pe- 
riod in the caecal appendix, and had irritated 
the different layers of which this structure is 


composed, thus causing the progressive lesions - 


which led to the illness and death of the pa- 
tient.” 

It is singular that after such a clear report 
as was published by Mestivier that it was nearly 
a hundred vears before the possibilities of sur- 
gery of the gastro-intestinal tract were real- 
ized. In 1849 Sedillot, another Frenchman, 
performed a successful gastrostomy. (4) The 
first gastrostomy in England was done by 
Forster in 1858, for a cancer of the esophagus. 
(5) In the following year he also operated on 
a child who esophagus was contracted, due to 
the swallowing of a corrosive solution. 

In 1859, Middeldorp of Breslau performed 
the first operation for the cure of a gastric fis- 
tula. At this time the introduction of anaes- 
thesia and the application of Lister’s principles 
to surgery made rapid advances possible in this 
particular field. . 

One of the greatest names of this period is 
that of Theodor Billroth, who was a pioneer 
in surgery of the viscera, in 1881, making the 
first successful resection of a large portion of 


the pylorus for cancer. (6) His numerous lec- ° 


tures and clinical reports were translated into 
French and English and “gave a strong impetus 
to the progress of operative surgery of the in- 
testinal tract.” (Billings). 

_ Billroth is said to have been the first to per- 
form the “inter-ilio-abdominal amputation,” 
wich is usually credited to the Frenchman, 
\athieu Jaboulay, who reported it in 1894. 
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Billroth lost his patient, which is probably the 
reason why he failed to claim priority. 

In the period between 1878 and 1883 he 
made a large number of intestinal resections 
and enterorrhaphies, all of which did much to 
increase general understanding of the path- 
ology of these regions, as they were indeed— 
as Naunyn has termed them—‘Autopsies in 
vivo.” 

Samuel D. Gross of Philadelphia, who wrote 
the first systematic treatise on pathological 
anatomy produced in the western hemisphere, 
made many original experiments on wounds of 
the intestines, and Robert Alexander Kinloch, 
a native of Charlestown, South Carolina, who 
was in the Confederate medical service during 
the Civil war, was the first surgeon to open the 
abdomen in cases of gunshot wounds where 
there was no protrusion of the viscera. 

The existence of appendicitis had been gen- 
erally recognized since Louyer-Villermay pub- 
lished his paper concerning it in 1824, but the 
first successful operation in peritonitis caused 
by perforation of the appendix was performed 
by the New York surgeon, Henry Burton 
Sands, (8) on December 30, 1887. 

Adolf Kussmaul of Graben, who began his 
career as an army surgeon, was a German who 
contributed much to the advancement of gastro- 
intestinal surgery. As far back as 1869 he 
had attempted gastroscopy, and even before 
that had treated gastric dilitation by washing 
out the stomach with a stomach tube. He also 
treated gastric ulcer-with large doses of bis- 
muth. (9) Another German surgeon, Anton 
Wolfer, introduced gastro-enterostomy in 1881, 
(10) and in 1897 Carl Schlatter successfully 
excised the entire stomach. 

The end of the nineteenth century and the 
beginning of the present one saw many ad- 
vances in the particular field of surgery we are 
considering. John B. Murphy in 1892 intro- 
duced his special button which made possible 
“cholecysto-intestinal, gastro-intestinal and en- 
tero-intestinal anastomotic approximation with- 
out sutures,” and later developed anastomosis 
of the intestines by invagination. 

The last twenty years has not seen the intro- 
duction of so many new interventions upon the 
alimentary tract, but in all directions there-have 
been great advances in operative technique, and 
the successful extension of surgical aid to many 
cases heretofore considered quite beyond re- 
lief. 

The diagnostic value of the X-ray has been 
of inestimable service to modern gastro-intesti- 
nal surgery. 

Since Schlatter demonstrated that excision 
of the stomach was compatible with life, numer- 
ous improvements in the surgery of gastric car- 
cinoma have been made. In 1911 the Hungar- 
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ian, E. Polya, (12) devised the operation bear- 
ing his name whereby he demonstrated the 
practicability of anastomosing the proximal gas- 
tric stump, throughout its whole length, directly 
with the jejunum. Freedom of action is se- 
cured by bringing up the jejunal loop through 
a slit in the mesocolon, and when the anastomo- 
tic suture has been completed, the stump of the 
stomach is drawn down through the opening in 
the mesocolon and the edges secured there. 
Balfour modified this method by attaching the 
jejunum about fourteen inches from its com- 
mencement to the gastric stump bringing the 
jejunum up in front of the colon. 


In Breslau the Polish surgeon, Johann von 
Mikulicz (13) demonstrated a two-stage proce- 
dure for partial colectomy which—since ‘1902 
when he first published an account of it—has 
been called by his name. He thoroughly mob- 
ilized that section of the intestine which he 
proposed to remove, stitched together the ser- 
ous surfaces of both its afferent and ecerent 
portions, and then delivered it through the ab- 
dominal incision. The incision was then closed 
up to the jont where the intestine came out, the 
skin edges stitched to the intestinal wall, and 
some protective ointment followed by a surgical 
dressing applied over the incision. Up to this 
point the intestine was not opened. The portion 
protruding from the abdominal incision was 
sometimes immediately incised, or left under 
the protection of the dressing to be removed 
later, when the “spur” would be clamped 
through and the severed ends of the intestine 
sutured together. This procedure was later 
slightly modified by Bruns, and it is the opinion 
of W. J. Mayo that the adoption by surgeons 
of this method has probably done more to ex- 
tend operability and reduce mortality in resec- 
tions of the second half of the colon than any 
other factor. In passing it might be mentioned 
that von Mikulicz was the first man to wear 
gloves while operating. 


The most conspicuous British names among 
workers in the gastro-intestinal field are those 
of W. Arbuthnot Lane and Berkeley G. A. 
Moynihan, both of whom have received knight- 
hood in recognition of their services to the 
cause. of humanity. 


Lone (14) is most famous for his work on 
chronic intestinal stasis—professionally desig- 
nated as “Lane’s kink.” In the words of Arthur 
Keith, Lane has “reached the conclusion that 
the human caecum and the ascending colon 
serve as a ‘cesspool’ and put his new concep- 
tion into practice either by excluding the great 
intestine from the digestive tract by ‘short- 
circuiting,’ or, at a later date, by its complete 
excision. The result of his operations show 
(1) that life is possible without a great intes- 
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tine; (2) that in certain cases the conditions oc! 
life are improved.” 


Lane’s ideas for a time received quite wid» 
acceptance in Great Britain, and in this country 
following his visit here a few years ago. While 
his teaching may well be regarded as advanceii, 
if not altogether too radical, his work has un- 
doubtedly done much to promote the technique 
and knowledge of surgical conditions in the 
lower bowel. 


Moynihan (15) is now generally conceded 
to be the greatest of living English surgeons. 
His monogram on Abdominal Operations is a 
standard on that subject. His contributions to 
all branches of surgery have been so numerous 
that a mere catalogue would occupy many 
paragraphs. Some of his best work has been 
done upon the gall-bladder and its ducts, and 
his observations upon duodenal ulcer stand as 
a classic. Beside numerous writings of his own, 
he collaborated with two other distinguished 
Britons—Mayo Robson and Makins—in work 
upon the stomach and intestinal tract. 


Returning to our own country we find a bril- 
liant galaxy of those whose contributions to the 
particular field of surgery we are discussing are 
without parallel in medical history. Nicholas 
Senn, who came from Switzerland to Chicago 
when twelve years old was “a great master of 
intestinal surgery, especially in the treatment 
of Appendicitis.” He devised a method of de- 
tecting intestinal perforation by means of infla- 
tion with hydrogen gas, and also did much ex- 
perimental work on intestinal anastomosis. 

In Philadelphia, we find John B. Deaver, (16) 
of whose extensive contributions perhaps the 
best known are those concerning Appendicitis. 
The Surgery of the Upper Abdomen, which 
he produced in collaboration with Astley Paston 
Cooper Ashurst, (17) another Philadelphia 
man who has apparently found no difficulty in 
upholding the traditions of the name he bears. 
is a standard clinical text-book in the United 
States. 


The Mayo Brothers can be said to hold a 
unique place in the history of American sur- 
gery. At their clinic have been performed 
some of the most extensive and remarkable 
operations ever successfully undertaken by ab- 
dominal surgeons. The story of the work done 
at the Mayo Clinic could almost stand alone as 
a history of gastro-intestinal surgery in Amer- 
ica during the last fifteen years. The methods 
of “The Mayo Brothers” are not spectacular. 
and the procedures to which their names are 
attached are not marked by startling originality. 
Their pre-eminence: lies rather in a system and 
thoroughness, an absolute knowledge of every 
essential—whether it be of asepsis, anatomy or 
mere mechanics—which can render the out- 
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come of a given procedure almost as certain 
as a mathematical problem. 

It is obvious from the foregoing history that 
surgery of the gastro-intestinal tract has under- 
gone a most interesting evolution, an evolution 
which has resulted in the conquest of many of 
its pathological conditions. 

The modern surgeon, if he measures up to his 
responsibilities, and if he lives up to the tradi- 
tions of the pioneers in the work under our con- 
sideration, has tremendous responsibilities con- 
fronting him, and it is his duty to avail him- 
self of all the experience of his predecessors, to 
improve present day methods, and if possible to 
exercise a practical imagination toward future 
improvement and development. 

Bearing in mind that the alimentary tract is 
a continuous, tubular structure upon which 
nutrition and very life itself depends, a struc- 
ture which cannot be out of function for any 
length of time without serious consequences, a 
structure that cannot permit of any solution of 
continuity, such as a leakage, without the grav- 
est possibilities of infection, or that cannot be 
obstructed without severe toxaemia, the gastro- 
intestinal surgeon faces in his work possibilities 
of the most formidable type in surgery. 


On the other hand, one can state that at the 
present time surgical intervention on the gastro- 
intestinal tract has reached a degree of safety 
whereby most radical attacks can be made upon 
its constituent parts with an extremely low 
mortality. 


As was demonstrated by Schlatter in 1897 it 
is possible to successfully remove the entire 
stomach, and, while it is rarely necessary to 
completely extirpate this organ a greater part 
of it may be safely removed by some of the 
newer modifications of Billroth’s original 
method. Polya, and later Balfour, improved 
Billroth’s method, and at the present time by 
uniting the jejunum to the entire stump of the 
stomach, using the ante-colic method, the great- 
er part of the stomach can be removed, leaving 
only a cuff. We believe that Balfour’s sugges- 
tion of attaching the jejunum to the stomach 
about 14 inches from its commencement, is a 
most important modern procedure in gastric 
surgery, for it permits of a very extensive re- 
section and minimizes the danger of tension 
and consequent leakage which have occurred 
so frequently in the original Billbroth and other 
methods. 


The writer believes that the modern view- 
point in the management of peptic ulcer is that 
ol extreme conservatism, the employment of ex- 
pert medical treatment, the insistence on the ex- 
ercise of eternal vigilance in the use of a bland 
diet, and that this medical and dietetic treatment 
should be given a prolonged trial before surgi- 
cx! interference is advised. If after an intelli- 


SURGERY—CAMPBELL 297 


gent and prolonged medical and dietetic treat- 
ment, hemmorrhages, marked deformity, per- 
foration, or obstruction occur, operation of the 
most radical kind should be performed. Gas- 
tric and duodenal ulcers, should be excised by 
the scalpel or treated by the actual cautery; 
resection and gastro-enterostomy, or pyloro- 
plasty may have to be performed. The writer 
believes that where profound anemia exists very 
poor operative risks can be operated upon safely 
by the administration of a blood transfusion 
beforehand. We desire to accentuate the value 
of blood transfusion in gastro-intestinal sur- 
gery when there is a severe degree of anemia. 

In the treatment of perforated duodenal ulcer 
immediate laparotomy must be performed, with 
the inversion or excision of the ulcer, plus 
gastro-enterostomy. 

These cases carry a high mortality and in 
operating the surgeon should open the ab- 
domen prepared to suit the operation to the 
exigency of the case. The use of the duodenal 
tube following operation is a modern idea of 
advantage in some cases. 

Sir Arbuthnot Lane has demonstrated that 
the entire colon can be removed successfully, 
but the after results that have followed colec- 
tomy in the opinion of the writer, rarely justify 
such a radical procedure. 

As the writer sees it at the present time more 
attention is being paid to the restoration of the 
continuity of the gastro-intestinal tract to as 
nearly a nomal condition as possible. And in 
this work, it is, generally speaking, a safe prin- 
ciple that when operating one should leave the 
parts in as nearly as possible the same condition 
as they were before pathology produced de- 
struction and deformity which calls for opera- 
tion. 


We desire to accentuate the fact that the 
modern tendency is toward an end to end anas- 
tomosis rather than the lateral, or side to end 
union. The former method can be used almost 
invariably in uniting the ends, not only of the 
small intestine, but also that of the small and 
large intestine and in the resection of the large 
bowel. 


We believe that the abandonment of the 
lateral method illustrates one of the modern 
advances in intestinal surgery. Axial approxi- 
mation of the ends of the gut restores it to as 
nearly a normal condition as possible and per- 
mits the intestinal contents to proceed in a 
normal and unobstructed manner which does 
not obtain by the other methods of intestinal 
union, 

A perusual of the literature on this subject 
leads one to observe that modern surgeons are 
earnestly endeavoring to reduce infection to a 
minimum, especially in colon and recto-sigmoid 
surgery. The high degree of infectivity of the 
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contents of the large bowel has produced in the 
past an alarming mortality and it is not sur- 
prising that methods have been sought to reduce 
the soiling caused by intestinal contents in this 
part of the gastro-intestinal tract. A recent 
article by Schoemaker of the Hague and Hal- 
sted of Baltimore are worthy of consideration 
and we have performed experimentally and suc- 
cessfully the operations suggested by them. 

Schoemaker describes his operation as fol- 
lows: 

“After the colon is cut on either side’ of the 
tumor the ends which are closed by the clamps, are 
brought together to be sewed. I begin with the 
serosa, at the back, as a rule using six interrupted 
sutures. Then I suture the mucosa and the border 
of the muscularis and serosa. I can see the three 
layers because I have already pushed aside the 
last two. The clamps are now turned around upon 
their axis and the suture through the three layers 
at the front is made over the blades of the clamps. 
The last stitch cannot be tied until the forceps are 
taken off. The forceps are removed by the assistant 
and just at the moment he releases them the knot 
is drawn tight by the operator. I suture the serosa 
with a continuous stitch, and the union of the in- 
testine is complete. During the whole operation 
the lumen of the colon has not been opened and we 
have not seen or touched the inner side of the 
mucosa.” 


Halsted has devised an end anastomosis by 
which he attaches the enclosed ends of the gut 
and perforates the double diaphragm with a 
knife, introduced through the rectum. He has 
performed this operation on the colon on forty- 
seven dogs without a death and without ab- 
normal convalescence. We have made experi- 
mentally a slight modification\ of Halsted’s 
method and instead of introducing the knife 
into the gut per rectum we have made a small 
incision on the distal side of the anastomosis 
opposite’ the mesentery and perforated the 
diaphragm in this manner. 

We desire to emphasize the use of the 
rubber tube in anastomotic work on the large 
intestine. A piece of rubber tubing of appro- 
priate size and length maintains the patency 
of the anastomosis, mobilizes that part of the 
gut, minimizes the danger of leakage and in- 
fection, prevents kinking and obstruction, and 
constitutes one of the modern improvements in 
the technique of this work. We have used the 
Balfour method of inserting the long rubber 
tube at the site of anastomosis, passing the tube 
about four inches proximal to the anastomosis, 
and having the distal end protrude through the 
rectum, and have found its use most satisfac- 
tory. F. N. G. Starr of Toronto, uses a piece 
of rubber tubing a half inch in diameter and one 
and one-half inches long at the site of the 
anastomosis and speaks favorably of its results, 
stating that the tube passes per rectum in from 
five to seventeen days. 


Our personal experience has taught us that a 
speedy and accurate and delicate technique in 


SURGERY—CAMPBELL 





JOUR. M.S. M. 5 


gastro-intestinal surgery can only be maintain: «| 
by resort to frequent animal experimentatic: 
and we endeavor to operate upon the livi:s 
animal at least once a week in order to de- 
velop teamwork and to familiarize ourselves 
with the newer procedures which appeal to us. 
The necessity of a perfect and harmonious co- 
operation between the surgeon, surgical assisi- 
ant, nurse and anaesthetist is the great «e- 
sideratum in the success of this work. 
CONCLUSIONS 


1. Modern surgery of the gastro-intestinal 
tract has progressed to such an extent that very 
radical procedures can be performed with a 
low mortality. 

2. There is at present a tendency to restore 
the continuity of the gastro-intestinal tract in 
a very simple and natural manner. 

3. The general adoption of end to end an- 
astomosis should be more strongly recom- 
mended and the use of the rubber tube at the 
anastomotic site in the large intestine is a 
modern expedient of undoubted value. 

4. In order to do modern gastro-intestinal 
surgery the surgeon should frequently resort to 
animal experimentation so that he can develop 
a technique that will make this work speedy, 
accurate and efficient. 
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EARLY MOBILIZATION IN THE 
TREATMENT OF FRACTURES* 





HARRY C. SALTZSTEIN, M. .D. 
DETROIT, MICH. 

Since the war there has been a lively interest 
manifested in the treatment of fractures. It is 
hecoming more and more appreciated that most 
fractures, given the proper treatment, show 
good results. Workmen’s Compensation Laws 
and courts generally are recognizing that the 
patient is entitled to a good result in by far the 
greater number of cases, and this demand is 
reflected in the surgeon’s present day striving 
for early restoration of function and efficiency, 
his increased interest in fundamentals, his de- 
mand for critical analysis of results and stand- 
ardization of method. 

In the present state of our knowledge, it is 
not sufficient to diagnose fracture and relegate 
the patient to a routine plaster fixation. The 
mechanics of the injury, what is the shortest 
period of disability, the proper method and 
duration of fixation are now considered worthy 
of the best surgical judgment and technic. 

The three stages in the treatment of frac- 
tures may be considered as: Reduction, fixation 
and mobilization. 

For the past ten to fifteen years, accurate 
reduction, then absolute fixation for three or 
four weeks was the rule. Function was not 
thought of so much as bony apposition. Though 
the war didn’t add much of an original nature 
to the treatment of fractures, it did materially 
change our view-ppoint regarding the relative 
importance® of mobilization compared to fixa- 
tion. The more modern view-point is that 
early mobilization, the continued outlook to- 
ward ultimate function, the shortening of the 
period of disability to the minimum, are the 
desiderata to be obtained in the ideal treatment 
of a given fracture. The principles of early 
movement in injuries are not new. More than 
thirty years ago, in Germany, insurance and 
industrial concerns noticed that workmen with 
Colle’s fractures which had been immobilized 
three or four weeks were returned to work one, 
two, or three months later than those who had 
had early motion. These methods are generally 
ascribed in the literature to Lucas Champon- 
niese, the distinguished French surgeon, who, 
in the early days of this century, advocated 
early massage and motion in the treatment of 
fractures amid a storm of protest. Later Men- 
nell (1) in England, a very enthusiastic pupil 
of Champonniese, invited attention to a mode 
of treatment which as he expressed it “has met 
with little favor in this country.” It remained 
for the war, however, to popularize early mo- 


, *Read before the Wayne County Medical Society March 
27, 1922. 

‘\) Mennell J. B. Massage, Its Principles and Practice. 
Bl: kiston, 1920. 
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tion and to demonstrate similarly the evils of 
prolonged fixation. Before the war orthope- 
dists probably generally recognized these prin- 
ciples, but the general surgical attitude was 
well expressed before this society last year by 
Kenneth Bulkley (2). “Before the X-Ray sur- 
geons strove for function; after the X-Ray, for 
the anatomical result; since the war, again for 
function. Good function is far more necessary 
than bony union in anatomical position, and 
neighboring joints must not have their functions 
so limited during healing that it will take 
months or years for them to re-obtain normal 
range of motion. Muscles should not be so 
hampered that marked disuse takes place; nor 
should blood vessels lose their tone so that 
edema persists for a long period after bony 
union.’ 

Consider for a “moment the pathology of a 
fracture: There is more or less solution of 
continuity of the bone, with tearing of the 
periosteum ; there is always considerable bruis- 
ing and laceration of the muscles; there is al- 
ways extensive bleeding and extreme local 
edema. If the fracture be in the neighborhood 
of a joint, there is tearing of the ligaments and 
violent hemarthrosis. The bony break once 
reduced, it is the hematoma in the muscles, the 
serous edema of the subcutaneous tissue, the 
effusion of the joints, the filmy adhesions in 
the tendon spaces which require treatment, for 
these produce mysitis, ankylosis, adhesive syno- 
vitis, etc.—conditions which are responsible for 
a large share of poor results. Often times a 
bad result is due to permanent damage of tis- 
sues entirely uninvolved in the break. Certain 
fractures are very difficult of reposition; for 
example, fracture of the lower third of the 
femur, fracture of the patella with separation, 
spiral fractures, fracture of both bones of the 
leg, etc. However, as a general statement, once 
a fracture is properly reduced, after a few 
days it shows little tendency toward misalign- 
ment. The periosteum is an, excellent limiting 
membrane. A properly set Colle’s fracture can 
generally be held by a simple splint. It would 
require a good deal of force to dislodge a sub- 
periosteal crack in the tibia. 

After adequate reduction, then, the bone 
needs oniy support and protection. As a mat- 
ter of fact, a slight bit of motion at the site of 
fracture distinctly favors and aids bony union 
because the loose osteogenetic cells are thereby 
irritated. A fractured rib—in the continual 
motion—rarely fails to unite. A fractured 
skull—absolutely immobile—shows the poorest 
osteogenesis of any bone in the body. 

The pathological changes in the soft parts 
must next be absorbed. Upon the rapidity with 
which absorption takes place depends the de- 





(2) Bulkley, Kenneth. Bulletin Wayne County Medical 
Society, Novembr 1, 1920, Vol. XIT. 
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gree of residual change and deformity. The 
tendon sheath, filled with fluid at first, soon 
shows filmy, structureless adhesions, and after 
two or three weeks immobilization there may 
be beginning plastic synovitis with round cell 
infiltration, and obliteration of the peri-tendon- 
ous spaces. Similarly, as a hemarthrosis re- 
cedes, delicate adhesions, mere strands of 
fibrin, remain. These become organized and 
vascular in eight to ten days. Early motion, 
when adhesions are films or fibrin and exudates 
are homogeneous serous fluids is much more 
effective than movement two or three weeks 
later when there are dense vascular bands, 
obliterative tenosynovitis, etc. The chief rep- 
arative agency in all these processes is the 
circulatory system. Consequently, therapy 
should continually maintain and give all aid to 
the local nutrition and should aim to prevent 
fibrous adhesions, plastic exudates, organized 
infiltrations ever forming. 

A principle elaborated recently by Mac- 
Kenzie* is the paramount importance of the 
muscular system in the economy of the limb. 
A bone has its existing shape solely because of 
the muscular attachments about it. Where 
muscular function is added or increased the 
bone hypertrophies and assumes ridges, ir- 
regularities, etc. When function wanes, or 
atrophy ensues, the bone becomes rounded, 
smaller, less dense. There are innumerable 
instances of this relationship in the phylogen- 
etic scale of muscular development. “It is 
the length, size, and tonicity of the muscles 
that maintain the normal length and size of the 
bones, and not the reverse, as is so often and 
erronously taught.” An easy corollary to this 
is that the nutrition of a bone depends upon 
the state of activity of the muscles playing 
about it. Now, muscular nutritive equilibrium 
is kept up by muscle tonus—the nerve stimu- 
lation of continued mild bodily movements. 
When a muscle is rigidly fixed, it atrophies 
more quickly than almost any tissue in the body, 
because this tonus is lacking. Ten days im- 
mobilization of the quadriceps may leave a 
thigh which will not regain the diameter, tone, 
etc., of its fellow of the opposite limb for two 
or three months. A foot-drop left for only 
two or three days may take two weeks to re- 
cover. The rapid muscular atrophy of a rigid- 
ly fixed limb brings on a rapid bone atrophy— 
one need only note the bone absorption shown 
roentgenologically in any limb which has been 
fixed for a few weeks to prove that. Con- 
versely, nothing will so aid bony repair as main- 
tainance of muscular tonus with its dependent 
nutritive equilibrium. Another important prin- 
ciple is the close relationship existing between 


Wm. 
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*MacKenzie, Colin. 
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a joint and the neighboring muscles. 


Joint: 
and the muscles playing about them, have th: 


same innervations. The slight but continu! 
joint motions probably have a good deal to ci 
with normal muscular tonus, and conversely thi 
maintainance of muscular tonus about a join 
prevents ankylosis. To prevent ankylosis and 
maintain tonus only slight movements are re 
quired, but they must take place frequently, 
and must not be absent for more than a very 
brief space of time. 

The Balkan frame suspension apparatus was 
the most popular method of fracture treatment 
developed during the war. It was a satisfaction 
to see fractures of the humerus, for instance, 
so frequently unite in 10 to 20 days, even in the 
presence of suppuration. The reason was that 
the limb, cradled in “physiological rest,” with 
the bony ends brought into apposition by neu- 
tralizing muscular pull, required a minimum 
of traction and hung relatively freely suspend- 
ed. The limb retained its continued slight mo- 
tion, its muscle tonus, its joint sense, its full 
blood supply. The healthy state of the soft 
parts directly aided bony repair, and the pro- 
cesses of resorption of exudate, effusion, hema- 
toma, etc., were not interfered with. Joints 
were given no chance to become stiff. Small 
wonder that a bone united more quickly! 

Finally, when a limb is removed from plaster 
fixation, two, three, four weeks, sometimes 
months of limbering up processes are necessary 
before full function is returned. If the soft 
parts are continually kept in normal supple, 
full function, this is unnecessary er reduced 
to a minimum. Function is ‘restored as soon 
as bony repair is firm. With the limb kept in 
full nutrition, there is union, on an average, 
within two or three weeks—that is, for preserv- 
ation of continuity. This does not mean for 
weight bearing, or carrying burdens. 

To summarize the advantages of early mo- 
tion. (*) 

1. Persistent fibrous degeneration of the 
muscles, degeneration of the ligaments, adhe- 
sive and plastic synovitis are all avoided. 

2. Muscle tonus is maintained. 

3. Bone absorption is reduced to a mini- 
mum. 

4. Joint sense, and vaso motor tonus are 
also kept up. Both are very important in the 
nutrition of the limb: 

5. There is less danger of ankylosis—break- 
ing up of adhesions not necessary. 

Two, three, or four weeks or months of 
limbering up are unnecessary. 
METHODS* 


Mobilization of fractures is carried out by 
the use of three agencies—massage, passive mo- 





*Mennell Ibid. 
*These methods follow in general those of Mennell. 
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tion, and active motion. One cannot get the 
best, or often any results by simply ordering 
a limb to have massage. The limitations and 
dangers of each manipulative procedure must 
be known and guarded against. The principles 
of massage and graded motion and their basis 
in the anatomy and physiology of the muscular 
system must be continually considered. 


A torn periosteum allows the extravasation 
of osteogenetic cells. Vigorous massage has 
heen known to cause these cells to proliferate 
into large bony tumors in the adjacent soft 
parts. Too enthusiastic motion may produce a 
little callus about a joint or nerve which may 
cause considerable malfunction. A _ violent 
movement may disrupt newly formed vascular 
channels and allow of more extensive extrava- 
sation. There may even be sudden thrombosis. 
These dangers are real, and unless systematical- 
ly avoided, motion had best not be attempted. 
Early movement and massage—within the first 
week—must avoid the site of injury. No pro- 
cedure should cause pain at any time. Progress 
must be graded with the increasing strength of 
the limb, but must never overstep its capacity. 
The surgeon’s supervision of the “dose of mo- 
tion” for a fractured limb should resemble the 
pediatrist’s watchfulness over the baby’s chang- 
ing milk formula. 

MASSAGE 


The chief value of massage is in aiding the 
venous return to the heart. It can accomplish 
this in two ways. First, by milking the super- 
ficial veins towards the heart: Pressure in these 
veins is very small, and hence very light move- 
ments accomplish all that is possible. Firmer 
movements tend to dam back the blood flow. 
Secondly, by vaso motor reflex action. In the 
early stages after injury, there is intense mus- 
cular spasm and widespread loggy edema. Men- 
nell holds this outpouring of fluid to be due to 
vaso-motor paralysis of the finer blood ves- 
sels. The tone of these vessels can be stimu- 
lated by gentle superficial stroking, the mechan- 
ism being a skin muscle reflex initiated in the 
nerve end bulbs of the dermis. It is analagous 
to the plantar or cremasteric reflex, and is the 
reason a dog will lick his broken leg. The im- 
portance of the vaso-motor mechanism in the 
limb has recently been given a new foundation 
by demonstration that the capillaries are sub- 
ject to vaso motor control.* Stimulation of 
cutaneous nerve receptors require only the 
gentlest superficial stroking. Heavy kneading 
or pounding of muscles does no good—on the 
contrary, these procedures, the commonest 
form of massage—excite a protective contrac- 
tie reflex in the muscles and constrict the small 


“Hooker, D. R. Evidence of Functional Activity on 
th: Part of the Cafillaries and Venules. Physical 
Review 1, 112, Jan. 1921. 
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vessels. Massage being able only to increase 
blood supply, per se it cannot increase the bulk 
or strength of a muscle. What is does is re- 
lieve muscular spasm, and promote the absorp- 
tion of exudate. Its chief function after the 
first few days is as a good preliminary or end- 
ing to a “dose of motion” and here it is in- 
valuable. Unless the masseur realizes that in 
the treatment of fractures massage is only a 
means to an end, he is accomplishing nothing. 
Light, gentle stroking and friction are all that 
are needed. The whole limb should be mas- 
saged, and, until there is firm fibrous union, the 
immediate vicinity of the break should be 
avoided. 
PASSIVE MOTION 

This is movement of a limb entirely by the 
operator. The patient must be relaxed, the 
limb supported, no joint of the limb neglected, 
each joint moved in its several directions. 
Movements in the vicinity of the injury should 
consist of several small motions, and then at 
the end, one sweeping movement throughout 
the maximum range of motion possible. Move- 
ment in the direction of displacement should be 
avoided. No pain or spasm should be caused, 
as a protective contractile reflex is immediately 
called forth; then the movement is forced, and 
more harm than good ensues. In the involved 
joints, an increased range should be secured 
each day. The limb must be controlled 
throughout the entire range of motion given. 
The patient must co-operate fully and relax the 
limb entirely——often very difficult to obtain at 
first. 

Relaxation is not a mere passive phenome- 
non. Whenever a muscle contracts, there is 
active relaxation or “paying out the slack” of 
its antagonists on the opposite side of the joint. 
This is a function chiefly of the elastic tissue 
in the muscle, but it involves work, and the 
two processes are represented together in the 
cortex. 

Joints are accustomed to function together. 
Thus, when the knee is flexed, the hip is flexed ; 
when the wrist is flexed, the fingers are ex- 
tended, etc. These are also represented to- 
gether, so that the cortical impulse is for the 
entire movement—the synergistic contraction 
of several muscle groups and relaxation of all 
of their opponents. 

In passive motion, therefore, the normal 
movements should be copied; extend the fin- 
gers while flexing the wrist, extend the shoul- 
der backwards while flexing the elbow. It is 
often of advantage to move the sound limb 
first, as this aids the higher physiological co- 
ordination. If there is pain, the movement is 
forced, and more harm than good ensues. 

Thus, passive or relaxed movements are not 
easy to carry out properly. Their chief ad- 
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vantage is that they can be used earlier than 
active motion and after moving the limb pas- 
sively a few times, a wider range of active 
motion can be secured than would have been 
possible otherwise. 


ACTIVE MOTION 


This is the most powerful aid at our disposal 
to hasten healing and limit disability. Nothing 
can supplant active voluntary motion in the 
prevention of muscular atrophy, and often a 
very little motion, if continued, will: suffice. 
Active motion must be used with a certain 
amount of caution, however. As a general 
statement, the patient’s own active movements 
can do no harm, for he himself stops when the 
danger signal—pain—is noticed. No move- 
ment of any sort which causes pain should be 
allowed. 





The weakened muscle must be given a task 
which, of its own power, it can accomplish. In 
a weakened or paralyzed muscle, the innerva- 
tion is markedly impaired. For this reason it 
differs from a normal muscle in that if too 
great a strain is put upon it, instead of at- 
tempting the load as a normal muscle would, it 
refuses absolutely and does nothing. Given 
lightly graded tasks, however, its power in- 
creases, often with astonishing rapidity. 


As the muscular system developed and gradu- 
ally assumed complexity, functions or addi- 
tional powers were often added to individual 
muscles. Thus in a low mursupial, the quadri- 
ceps femoris can only extend the flexed knee. 
In man, it can not only extend the whole limb, 
but contributes markedly to the stability of the 
erect position. When paralyzed or atrophied, 
its return to normal strength reproduces this 
development, or as MacKenzie expresses it, 
“recovery follows in evolutionary sequence.” 
In muscle re-education, the load must thus ac- 
curately fit the capacity of the muscle, must 
gradually increase the returning power and 
must not overstrain it. In early active move- 
ment, the limhs should be so placed that the 
action of the force of gravity is reduced to a 
minimum. This can often be best accomplished 
by the patient lying prone and having the limb 
glide over a smooth board. Thus a quadriceps 
which cannot lift the heel off the ground may 
be able easily to extend the flexed knee when 
the patient is lying on the side. with the af- 
fected leg uppermost. A weakened deltoid may 
not raise the arm from the side with the 
' patient erect, but with the patient lying down, 
elbow flexed, forearm vertical, arm gliding upon 
a smooth board to lessen the pull of gravity, 
the same muscle might move the arm 10 to 15 
degrees . Allowing the muscle in this manner 
to do only what is within its power, but doing 
that task often, it is gradually educated, and 


THE MEDICAL PROFESSION—REV. K. D. BEACH 





JOUR. M. S. M. + 


may return to full function rapidly—sometimes 
within one to two weeks. 


In passing from extreme flexion to extreme 
extension, the mid portion of the movement-- 
the arc midway between flexion and extension 
—is the easiest. Motion should therefore be- 
gin in this position (e. g. midway between 
pronation and supination in the forearm) and 
increase five to ten degrees or so daily. 

Because of the delayed and weakened inner- 
vation, it is of distinct advantage to move the 
sound limb with eav) exercise of the affected 
joint. All new exercises should first be 
learned by the sound extremity. Frequently 
this does away with the inco-ordination and 
ataxia of deficient volition. 


Wheii the weakened muscle has moved the 
limb as far as possible, often 4n increased range 
of notion can be obtained with the assistance 
of various degrees of passive metion. This is 
called assistive motion. The assistance varies 
from a light finger touch to firm pulling. 

Soon the muscle will perform its function 
with the weight of gravity gradually added— 
flex the elbow from a position of arm hanging 
at the side, etc. Later, resistive exercises can 
be introduced—flexing the elbow against the 
pull of the masseur, or extending it while 
pushing the operator away. 

Active and passive movements can be begun 
the second to the fourth day, removing the 
splints each day for the treatment. When be- 
gun this early great caution should be prac- 
ticed, and unless operator and masseur are 
familiar with the pitfalls and danger signals, it 
is best to wait seven to ten days. The move- 
ments are simple, however. once the underlying 
principles are grasped. Early motion should 
be “little and often”—it is very easy to overdo. 
It requires much more personal attention, for 
it is much simpler to put on a cast and leave 
it; but the results especially in the adult and 
aged are worth the extra effort. 





THE MEDICAL PROFESSION SEEN 
THROUGH THE EYES OF A 


PREACHER 





REV. KING D. BEACH, D. D. 
First Methodist Church. Grand Rapids, Mich. 


“Rob” Burdette, who in ordinary life masked 
under the title of the Reverend Robert Bur- 
dette, as a result of an accident in early life. 
wore an artificial eye. One day two women of 
uncertain age who were deep adimirers of that 
magnetic personality called on him and stated 
that they had been considerably concerned 
about his physical infirmity and had been pray- 
ing for some time that God would restore his 
natural eye. Mr. Burdette thanked them gra- 
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ciously for their solicitude and for their faith, 
and then added, “But don’t you think, my dear 
iidies, that while you are praying about my 
aitificial eye, you might also pray about your 
false teeth?” 

Some physicians may, I judge, be inclined to 
suggest that a preacher has field enough in his 
own profession for the application of his sug- 
gestions without trying to pass them on to 
another profession. What I write, however, 


is not written so much as a preacher, but more » 


as a man coming, perhaps, in closer contact 
than ordinary with the members of the medical 
profession, deeply interested in their work, and 
highly valuing it. It is doubtless colored, nev- 
ertheless, by the fact that I am a preacher. 

Any person attempting to keep abreast of 
the major developments of knowledge and 
science has been keenly interested in what 
might be called the scientific progress in the 
treatment of disease. With due allowance for 
hokum in the claims made, there has been great 
progress in the results of which we all share 
and rejoice. To those giving themselves to 
scientific investigation in this field, we would 
give all honor. And yet, we wonder if the 
physician and the specialist have not tended to 
overplay their part as scientists. Is there not 
something about a cold scientist that incapaci- 
tates him for best work in dealing with indi- 
viduals in need? The scientist is not so much 
interested in the patient as in the course of ‘the 
disease ; the very dispassionate consideration of 
the facts which makes him a success as a scien- 
tist. incapacitates him for dealing with the in- 
dividual patient. There is room in the medical 
professon for scientists and need for their in- 
vestigations and researches, but does not the 
man dealing with patients need certain other 
qualities which may make him perhaps less of 
a cold scientist, but much more of a physician? 
I am inclined to feel that many specialists and 
surgeons have over-emphasized the scientific 
element in the treatment of disease and under- 
estimated what might be called the human ele- 
ment. There is a feeling on the part of many 
folks that they are considered an “interesting 
case” rather than an individual desperately 
needing help. 

Perhaps this attitude has been partly respon- 
sible for the prevalence of mental and religious 
healing cults. While the physician has tended 
to confine himself too exclusively to the course 
of the disease, the so-called healer has been 
concerned with the mental attitude of the indi- 
vidual. The physician should increasingly real- 
ize that it is not an unimportant bit of side- 
play, something added gratuiously to his actual 
service, to help allay the fears and to produce 
that poise of mind and body so essential to 
basic physical functions such as circulation of 
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the blood and digestion. It is just as essential 
and sometimes more so than to give antitoxin 
or to remove an appendix. Surely we would 
realize that the physician needs every possible 
aid, and that the utmost that can be revealed 
by test-tube, X-ray, microscope and all the 
scientific equipment is little and inaccurate 
enough; yet he is more the user of science than 
a scientist—he is primarily one who brings the 
results of the scientists to meet human need. 


If the physician is one who is judged by his 
results with the individual patient rather than 
by his efficiency in “pure science” a corrolary 
follows which some physicians will immediately 
resent, and in the statement of which I will 
he immediately accused by some of reverting to 
professional clap-trap. But whether resented 
or not, it is perfectly obvious to one in touch 
with folks that a physician cannot retain the 
confidence so essential to his work unless he 
maintains high ethical standards, both in his 
professional activities and in his private life. 
As a basic consideration, it ought to be as clear 
as the nose on a person’s face that a man, no 
matter what his private morals are, will not en- 
trust his wife or his child to the best. scientist 
in the world in whose personal and professional 
morals he has no confidence. Does a physician 
stop to realize what we are handing over to his 
keeping when we accept his judgment regard- 
ing operations and medicines that are poisons 
when given improperly. A moment’s consider- 
ation of the trust given, leads to the immediate 
conclusion that one has a right to expect that 
the trust is placed in worthy hands. Add to 
this fact two others. one that the confidence of 
the patient in the physician is most important 
for healing, and another that the physician 
cannot permanently retain the attitude which 
creates confidence without character, and you 
have some fairly serious considerations against 
the free and easy conceptions of moral re- 
sponsibility, rather popular among some physi- 
cians, particularly of the “scientific school.” 

Another consideration regarding the medical 
profession that has been frequently in my mind, 
relates to the deeply ingrained understanding 
that no physician should criticise the work of 
another. no matter -how bungling or costly. 
Now, that professional loyalty is surely. worthy 
of much admiration and might. advantageously 
he developed in other professions, noticeably 
in that of the preachers. The hasic claim that 
the criticism in the long run hurts the profes- 
sion more than the man against whom it is di- 
rected, is sound. Yet, cannot a real danger 
and a serious difficulty resulting from this loy- 
alt, he met in some way? That danger is that 
folks are poorly protected against the incompe- 
tent and noisy “hack-clapper.” The difficulty 
is that folks, particularly newcomers, have little 
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basis for choosing wisely their physicians or 
specialists. Someway these two serious disad- 
vantages of a valuable loyalty should be met, 
and can be met without destroying that loyalty. 
According to present procedure folks are pro- 
tected only from physicians guilty of the most 
flagrant mal-practice, and scarcely at all from 
the bungler who is a “good mixer.” 

It has frequently been a question in my mind 
why the physician, as an individual, has not 
been more interested in public questions and 
has not exerted more influence in deciding 
them. J! am not referring to the political activi- 
ties of Medical Associations at State Legisla- 
tures, which activities, it is commonly consid- 
ered, have not been underdone. But the aver- 
age physician in his local community does not 
exert the influence on public questions that he 
may well exert. Both his training and his ex- 
perience give him exceptional knowledge of so- 
cial needs and interest in meeting them. The 
dire results of bad housing, dearth of recrea- 
tional facilities, prostitution, commercialized 
amusernents, feeble-mindedness, under nourish- 
ment, overspeeding and long hours in industry, 
child labor, low wages, are brought home to the 
physician with unending emphasis. Why are 
not physicians, then, increasingly leaders in 
arousing public sentiment and in seeking reme- 
dies for these dangers? 


Cne social need; in which physicians ought 
to he interested, heart and soul, is popular edu- 


cation, particularly in the public schools, re- 
garding elementary facts of our body. Physi- 
ology ought to be the most interesting subject 
in the school, but as a matter of fact, is usually 
the most dull. The curiosity of the child re- 
garding his physical equipment is such that it 
would seem impossible to teach it without the 
keenest interest, hut that impossibility is regu- 
larly attained. Bizarre ignorance of folks re- 
garding the simplest bodily functions, the ac- 
ceptance of the preposterous claims of patent 
medicine advertisers, the confidence in strange 
old-wives tales and “remedies” are all indica- 
tions cf the need. A great part of the preju- 
dice against the medical profession is due to 
stark ignerance, that brings unreasonable ex- 
pectations, impatience at simpler suggestions, 
and refusal to accept advice that runs counter 
to preiudice. I honor the ethical standards of 
the medical profession in the matter of self- 
alyve:tisement, but more adequai+ education not 
merely rega‘ ding physiology is needed, but alsr 
regarding the aims and ideals of the medical 
profession. 


Of course, the physician usually pleads the 
fact that he is “so busy” for negligence in these 
particulars. May one be pardoned if he dares 
suggest that much of this talk is bunk? [ 
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doubt that physicians are busier than any other 
professional group bearing heavy burdens in 
the life of our civilization. Any. man whose 
time is worth anything makes less money when 
he devotes some energy and time to help carry 
community responsibilities. Someone has io 
pay the price. 

A physician needs to fight one hard batile 
that a preacher also needs to fight. He needs 
to be content with smaller financial returns 
than his business neighbors, to maintain frugal 
standards of personal and family living that 
helpfulness in his chosen work may be his de- 
sire and compensation. For a physician to be 
a money getter means that he must accept too 
many patients, refuse calls where pay is doubt- 
ful, depend on surface evidence in diagnosis 
and guesswork in treatment. A genuine physi- 
cian needs to dare to be relatively poor and to 
be happy in his decision. People become des- 
perately wearied of physicians and preachers 
who are always telling how much money they 
could have made if they had gone into busi- 
ness, and what terrible sacrifices they are mak- 
ing to continue in their profession. And they 
become, if possible, yet more wearied with the 
physician or the preacher who become “prac- 
tical” and forgets ethics and ideals in his de- 
termination to “get ahead.” The curse of our 
industrial life is that men have frankly come to 
consider their work as merely an opportunity 
for making moncy rather than more particularly 
an opportunity to be helpful to God and to man. 
Shall we permit this curse to dominate our 
fessions also? (Italics ours—Ed.) 





DIAGNOSIS AND MANAGEMENT OF 
TABES DORSALIS 


FRED P. CURRIER, B. S., M. D. 
GRAND RAPIDS, MICH. 


Within the past decade, medical literature 
has contained numerous articles relative to the 
treatment of tertiary syphilis and many of these 
have been devoted solely to treatment of syphi- 
lis of the nervous system. It is obvious that 
one of the prime reasons for so much attention 
to this particular phase of the question is that 
in spite of the vigorous fight being waged 
against lues, neurosyphilis is on the increase. 
This increase is so pronounced that one feels 
that it cannot be accounted for by better diag- 
nostic methods such as are afforded by blood 
and spinal fluid findings. 

In placing the responsibility for this increase 
of neurosyphilis, one is confronted by varying 
and by no means conclusive statements of dit- 
ferent writers. Fraser in a recent number 0! 





*Cases taken from Neurology Clinic at University of 
Michigan. > 
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the American Journal of Syphilis states that the 
responsibility rests with: 

(a) Tendency to treat primary syphilis ‘‘en masse’”’ 

(bo) Method of working to a mechanical time 
table. 

(c) The blindfolded method of working to and for 
a negative Wassermann, 

(d) Failure to interpret pathological findings in 
light of clinical picture. 

(e) Losing sight of importance of central nervous 
system as regards the patient’s future. 


He believes that modern early treatment 
fails in protecting the brain and spinal cord by 
rapidly sterilizing the general system and thus 
depriving the intrathecal system of its antibody 
supply. And further, that the incidence of 
neurosyphilis is influenced by such factors as: 

(a) The patient’s power of resistance. 

(b) The natural resistance of the central nervous 
system ani its inherent capacity for producing anti- 
“ The stage at which treatment is inaugurated. 

(ad) The type of treatment employed. 

(e) The period over which treatment is carried 
“~ The type of organism responsible for the 
original infection. 

In his summary he makes the important 
statement that individual cases should be 
treated on individual merits, rather than as one 
of a series. 


McDonagh, in his recent text on venereal 
diseases, concurs in the opinion that neuro- 
syphilis 1 is on the increase, and that this increase 
is most marked in the number of meningeal 
cases and further, that some relationship exists 
between this increase and treatment. He be- 
lieves that the nervous system has been sub- 
jected to greater strain than previously and he 
admits the possibility of a neuro-tropic strain 
of the organism. He points out that in certain 
tribes in Africa where 70 per cent of the na- 
tives have syphilis, neurosyphilis is uncommon 
because they have been badly treated early in 
the course of the disease and that a “period sel- 
dom arises in which the antibodies in the sys- 
temic part are absent; therefore what organ- 
isms there are in the nervous system are kept 
at bay.” He makes it a rule not to treat a pa- 
tient who persistently gives a positive Wasser- 
man on the spinal fluid, that is, providing his 
previous treatment has been adequate. Such 
a reaction indicates, by his method of reason- 
ing, the patient’s protective capacity, which is 
likely to be damaged by further treatment. 
Ninally, he concludes that no treatment, how- 
ever perfect it may be, which is begun only 
aiter the commencement of the generalization 
of the spirochete, is an absolute guarantee of a 
cure and that for a cure to be guaranteed, the 
treatment must be prescribed before the organ- 
isms have reached the nervous system. 

Relative to the treatment of syphilis before 
generalization has begun, Brown and Pearce 
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have performed some interesting experiments 
on rabbits which are significant. They injected 
rabbits’ testicles with the spirochete and recov- 
ered the organisms later from the nearby lymph 
glands and also from the blood stream. They 
maintain that there is “probably no appreciable 
time during which a syphilitic infection can be 
regarded as confined to the focus of entry, but 
that, immediately infection takes place, the 
spirochetes began to multiply and invade the 
surrounding tissue, gaining access to both the 
lymphatics and the blood stream, and are widely 
distributed over the body even before an initial 
lesion can be detected.” 

However, it can be safely stated that in spite 
of early generalization and in spite of the fact 
that positive spinal fluid findings are found in 
large numbers in primary and secondary syphi- 
lis, the percentage of late neurosyphilis as com- 
pared to the total syphilitic incidence is small. 
Wile and Marshall believe that a large number 
of early cases are in the nature of a meningeal 
roseola, which is transitory in its clinical aspects. 

If the opinion of these various writers is 
worthy of our consideration, we can only come 
to one conclusion and that is, that it is the 
duty of the medical profession to recognize 
neurosyphilis at the earliest period of its activ- 
ity, and to proceed with the treatment and man- 
agement of each case as an individual problem, 
rather than as one of a group to be handled in 
a routine standardized way. With this view- 
point in mind, our discussion will be limited to 
but one phase of the subject, tabes dorsalis. 
The diagnosis will be taken up only from the 
standpoint of symptomatology. 

It is well to bear in mind that the essential 
lesion of tabes dorsalis is a degeneration of the 
central prolongations or fibers of the dorsal 
root ganglion cells, which fibers are destined 
for the nuclei gracilis and cuneatus and which 
compose the columns of Gall and Burdach. This 
same degeneration applies equally well to cer- 
tain cranial nerves, as the glosse-pharyngeal 
auditory and trigiminal. 

100 CASES 

A survey has been made of 100 cases, 50 of 
which came to the hospital during 1911-12 and 
13 and the remaining 50 during the years 1920- 
21, and up to April, 1922. Approximately 10 
years intervenes as to the time of the entrance 
of each group. The number of males in the 
first group was 39 and the number of females, 
11, as compared to 38 males and 12 males in 
the second group. Thus 23 per cent of the total 
number are females. 

The average age at entrance in the two 
groups is practically identical, being 42 years 
in the first group and 43 years in the second. 
The oldest age at entrance in either group was 
65 and the youngest was 27. It is a significant 
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fact that the period which had elapsed since the 
original infection was longer in the late group 
by three years than in the first group, being 17 
years in one and 20 years in the other. And 
again, that the duration of the tabetic symptoms 
was only five years in the last group as com- 
pared to 5.4 years in the first group. Thus, 
although many cases in both groups had been 
inadequately treated in the primary and sec- 
ondary stages, the verdict as to treatment, if 
rendered from his standpoint only, would seem 
to be in favor of the vigorous treatment regime 
of late years. However, since most of these 
cases were contracted 20 years ago, it is prob- 
able that very few of them had what we would 
now call adequate treatment in the early years 
of their infection, disregarding for the moment, 
the question as to the rapidity and kind of treat- 
ment administered. 

Incidentally, one of the two cases whose age 
was 65 on entrance, had received no treatment 
whatsoever in the past 10 years and gave a his- 
tory of slight improvement. A history of that 
type has probably been encountered by most 
practitioners at some time in their management 
of these cases. 

A consideration of the occupation as a con- 
tributing factor in the cause of tabes is per- 
haps more important in this disease than in 
other diseases of the nervous system. It is a 
quite commonly accepted fact that the parts of 
the body used most are apt to be the parts af- 
fected in this disease. Practically all the oc- 
cupations listed are those in which the patients 
are on their feet during their working hours. 
Comparisons were made in certain of these oc- 
cupations, considering not so much the number 
of cases as the percentages which they repre- 
sented of the total number of that occupation 
coming to the hospital during those years. It 
was found that the total cases in farmers num- 
bered 9 or .30 per cent, while railroad employes 
numbered 6, or 2.66 per cent of that particular 
class coming to the hospital. Merchants num- 
bered 4, or 3.03 per cent, the highest in the 
group. Laborers, so classified, numbered 33, 
but only represented .45 per cent of their total 
entrance number. Machinists numbered 7, or 
65 per cent of that class. Other occupations 
were too few in number to be of any particular 
significance. Thus it can be seen that the per- 
centage of occurrence in railroad employes and 
merchants is relatively much higher, eight and 
ten times respectively, than in farmers. In 
view of recent compensation acts passed by 
various states, including our own, and in recog- 
nition of the fact that trauma is known to be an 
inciting factor in many cases of tabes, the rela- 
tive frequency of tabes, among railroad em- 
ployes particularly, is of some importance from 
a medico-legal viewpoint. 
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lt has become a well recognized fact that a 
negative history of previous infection wit! 
syphilis is of minor importance from a diag- 
nostic point of view. In 30 of our cases, no his- 
tory of venereal diseases was taken, but in the 
remaining: 70, exactly 35, or 50 per cent admit- 
ted primary infection, while both syphilis and 
gonorrhoea were admitted in 10 cases, thus 
bringing the total positive syphilitic histories to 
about 65 per cent. Gonorrhoea only, was ad- 
mitted in 12 cases, syphilis in the husband was 
noted in two cases, while the remaining patients 
denied any venereal infection. 

The marital history is of no little significance, 
in that it may, especially in the female patient, 
give one the first clue as to the true nature of 
the disease. Seventy-four of these 100 cases 
had been or were married and of that number, 
there was a history of sterility, miscarriages or 
stillborn children in 32 cases (43 per cent.) Just 
how many of those cases can be accounted for 
by luetic infection is impossible to state, but 
the fact that the percentage is that high, neces- 
sitates making a marital history a routine part 
of every examination. Stokes and Bremer, in 
a recent publication, found practically the same 
percentage in the marital histories of railroad 
men and farmers. 

The symptoms complained of by these ta- 
betic patients on their entrance to the hospital 
was so variable as to be of extreme interest. As 
would be surmised, pain was the most frequent 
symptom, being recorded in 80 per cent of the 
cases and having been present on an average 
of five years before the patient came to the hos- 
pital. The character of the pain was described 
as “sharp-shooting,” “stabbing,” or “lightning 
like” in 65 cases. This is the type of pain usu- 
ally thought of in connection with tabes, but 
other cases used such descriptive terms as “se- 
vere but not shooting,” “dull,” “cramping,” 
“burning and painful” and “band-like.” More- 
over, several cases complained of different 
types of pain in different parts of the body. The 
most frequent location of “sharp-shooting” 
pains was in the lower extremities, being noted 
in 61 per cent of the cases. Pain in the epigas- 
trium and chest occurred with about the same 
frequency, 8 and 11 per cent respectively, while 
pain in the arms occurred in only 7 per cent 
of the cases. As one would expect with a dis- 
ease in which any segment of the cord might 
be involved, pain in various other parts of the 
body as the hands, fingers, shoulders, axilla, 
back, abdomen, jaws, bladder, ankles and toes 
was also mentioned. In over one-fifth of the 
cases, the symptom was distinctly worse at 
night. It is an interesting observation that a 
history of headaches was obtained in but six 
cases. 


Probably there is no phase of this subject 
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that needs more emphasis than that concerning 
the necessity for eye examinations, including 
ophthalmoscopic findings. Often these patients 
approach the physician complaining of failing 
vision and the only possibility of helping the 
patient rests in an early diagnosis and proper 
treatment. Twenty-three cases complained of 
disturbance of vision, and there was a history 
of diplopia in nine cases, ptosis in four, includ- 
ing one case of balance ptosis, and complete 
blindness in five others. During the past year, 
three cases of neuro-retinitis have been con- 
servatively treated in the University Clinic 
with mercury and iodides, with the result that 
the vision has remained the same in two cases 
and a slight improvement was noted in the third 
case. It has been the custom of the clinic to 
use no arsenical preparation in cases of neuro- 
retinitis or beginning optic atrophy and it is 
believed that these cases have a more favorable 
prognosis as a result of the procedure. 


Perhaps one of the most perplexing and try- 
ing problems in the practice of medicine is that 
of the management of a gastric crisis in tabes. 
In fact, one can often run the gamut of reme- 
dies, even resorting to posterior rhizotomy, and 
still not relieve the patient from the pain and 
vomiting of these attacks. There was a history 
of attacks of nausea and vomiting at some time 
during their illness in 26 of these cases, slight- 
ly over one-fourth of the total . Pain was an 
additional symptom in 12 cases, and was so 
severe as to be relieved only by morphin in two 
patients. The nausea of tabes is usually not 
relieved by vomiting, a differential diagnostic 
point which must be thought of in patients com- 
plaining of these symptoms. 


It has been the usual routine in the manage- 
ment of these attacks to start in with the ad- 
ministration of the simpler drugs as salicylic 
acid, aspirin, phenacetin or pyramidon. Mc- 
Farland in a recent number of the American 
Medical Association Journal reports good re- 
sults from the use of chloral hydrate and so- 
dium bromide in doses of 40 grains each, given 
per rectum. This method has been tried on 
only one case in the University Clinic, but with- 
out beneficial results. We have also used para- 
vertebral injections of antipyrin in 5 grain doses 
in solution in the region of the seventh, eighth 
and ninth dorsal vertebrae with temporary re- 
lief from the attacks in certain instances. 
Theoretically, one aims to inject the region of 
the dorsal ganglia, which procedure is carried 
out with more success after practice on a ca- 
daver. Everyone agrees that morphin is the 
drug of last resort and if that fails, operative 
procedures, as intradural injections of weak 
solutions (.002) of cocaine or posterior rhizot- 
omy should be considered. 

‘ntestinal symptoms, aside from the gastric, 
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were not prominent or frequent and at the 
same time, it was difficult to say how often they 
were due to the tabes. Severe constipation was 
mentioned six times, attacks of diarrhoea three 
times, and incontinence of bowel movements 
twice. 

The bladder symptoms, however, were more 
definite and also more important from a diag- 
nostic standpoint, since they are frequently 
among the early symptoms. Thirty-five cases 
belonged in this class, 22 of which had incon- 
tinence and 12 either difficulty in voiding or 
complete retention. One case had painful 
urination. 

A history of impotence was recorded in but 
4 cases and in one of the patients, sexual abil- 
ity returned after treatment. 

A symptom ranking in importance with pain 
from a patient’s viewpoint was the ataxia. “Dif- 
ficulty in walking” was the chief complaint in 
33 cases. Ataxia of the hands or arms is not 
nearly so commonly complained of. This diffi- 
culty in walking is particularly disturbing to 
the ordinary patient’s peace of mind since so 
much publicity has been given to the cause of 
this disease among lay people. Hence, exer- 
cises of the Frenkel type are particularly use- 
ful in the arrested cases. 

Parasthesias, of which the most common 
was numbness, was also a frequent and annoy- 
ing symptom and usually preceded the pain and. 
ataxia in appearance and persisted for an indefi- 
nite period of time. 

Weakness, either general or localized to the 
arms, legs, or knees was not an uncommon 
symptom and often the only one which the pa- 
tient mentioned at the beginning of their ex- 
amination. A feeling of stiffness in the knees 
and legs was mentioned by two patients. Ul- 
cers on the toes was a chief complaint in two 
cases, and swollen, but not painful joints in two 
cases (Charcot joints). 


Too much emphasis cannot be given to the 
importance of spinal fluid findings in these pa- 
tients. In 53 cases, both the blood and spinal 
fluid Wasserman was done and in 13 cases, or 
about one-fourth of the total, the blood Was- 
serman was negative and the spinal fluid Was- 
serman was positive. It must be remembered 
in this connection, that the reverse findings, the 
more unusual, may occur. That happened in 
but three cases. The diagnosis of tabes was 
made in seven cases where both blood and spinal 
fluid Wassermanns were negative. 

It has been the method of the clinic in the 
treatment of these cases to not be influenced 
by or to work for a negative Wassermann on 
either the blood or the spinal fluid. It is be- 
lieved that often a positive Wassermann on 
either, is, in certain instances a favorable rather 
than an unfavorable prognostic sign. 
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So few cases were treated in the first groups 
of 50 that it is not necessary to mention them, 
but in the last group of 50 cases, 31 had been 
treated either in the clinic or a definite history 
of treatment elsewhere was obtained. Eighteen 
of these 31 cases showed definite improvement, 
10 remained stationery, and 3 were definitely 
worse. After a rather careful perusal of the 
various methods of treatment on these patients, 
one comes to the conclusion that there is no 
definite outlined manner of medicinal treatment 
which will successfully answer the purpose in 
tabes. Each case is a definite problem in itself 
and our best judgment as to a safe procedure 
must be used without giving much regard to 
what happens to a Wassermann on either the 
blood or spinal fluid. 


We find cases which have been treated the 
same in the improved, the stationery and the 
definitely worse groups. For instance, in 10 of 
the 18 improved cases, the routine treatment in 
the University Clinic was used. This consisted 
of 30 daily intramuscular injections of mercury 
succinimide in one-fifth grain doses and in ad- 
dition, 3 to 4 intradurals of one-seventy-fifth 
grain of mercury succinimide in 1 c.c. of triple 
distilled water at weekly intervals. This same 
treatment was given to the three cases which 
became definitely worse. Five patients had 
mercury succinimide given intramuscularly as 
their only treatment and showed definite im- 
provement. One patient came to the clinic and 
gave a history of having been advised by his 
doctor 12 years previously to take no treat- 
ment at all, and he claimed to have improved 
slightly since the initial symptoms began. The 
other extreme in treatment methods was shown 
in the report of one case who had taken a total 
of 265 mercury rubs, 15 mercury injections, 
and 13 intradural salvarsans with but slight im- 
provement. 


Salvarsan had been given in a number of 
these cases previous to their entrance to the 
hospital and usually this was preceded or fol- 
lowed by mercury in some form. Six of the 
10 cases which did not improve under treat- 
ment and which were advised on their entrance 
to have no further treatment for the present, 
at least, were cases which had received sal- 
varsan in large quantities. Four of these six 
cases had been given both intradural and intra- 
venous salvarsan. On the other hand, 5 of the 
18 improved cases gave a history of being pre- 
viously treated with intravenous salvarsan. 

No definite conclusions as to treatment can 
be drawn from so small a group of cases, but 
it is Our opinion that the best prognosis is to 
be expected in those cases which have not been 
overtreated or too rapidly treated with arsenical 
preparations. Periods of rest of a month or 
two between each series of 15 or 30 daily mer- 
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cury intramuscular injections were advised ii 
all cases. 

If the proper co-operation was obtained from 
the patient, instruction was given in some oi 
the simpler Frenkel exercises, these to be prac- 
ticed at home. This is against the advice oi 
the originator of these exercises, who claims 
success for them only when given in an insti 
tution under proper supervision and instruction. 
Where these were followed out with some in- 
telligence on the part of the patient, a marked 
improvement in the gait was noticed. 

The writer wishes to acknowledge thanks to 
Dr. C. D. Camp for the privilege of reporting 
these cases and for his helpful criticism of this 


paper. 
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DISCUSSION 


DR. WILLIAM H, RILEY, Battle Creek: Dr. Cur- 
rier has brought to our attention sOme very im- 
portant things in reference to syphilis of the nerv- 
ous system. Whether syphilis of the nervous sys- 
tem is on the increase or not I think is still an 
open question. 

At a recent meeting of neurologists, I heard quite 
a number express their opinion that they had not 
had many cases of tabes to treat recently as they 
had formerly before the introduction of the newer 
methods of treating syphilis, so that opinions do 
not seem to be uniform as to whether or not syphilis 
of the nervous system is on the increase. It is very 
important for us, I think, to recognize the fact 
brought out in the paper of the mobilization of the 
spirochete through the nervous system very early 
after the infection, that is, in the first and second 
stages of the disease. It is quite important for us 
to recognize that, although the spirochetes may be 
present within the nervous system, they may remain 
there for many years without doing any serious 
harm. 

We know such diseases as tabes, for instance, 
usually begins about the tenth, fifteenth, or thirty- 
fifth years after the original infection, and evidently 
the spirochete has been present in the nervous sys- 
tem during many years without doing any harm. 

Dr. Warthin of Ann Arbor, in his reports on 
syphilis of the heart, has brought out the fact that 
the spirochete may remain between the muscle fibers 
or between the muscle cells of the heart and remain 
there without doing any harm. I think very much 
in the same way the spirochete may remain within 
the nervous system and do little or no harm. While 
it is important for us to recognize that fact, it is 
quite true, however, that many of these cases of 
tabes go along for many years after the appear- 
ance of clinical symptoms before they are properly 
diagnosed. 

The doctor in his paper referred to a report of 
McDonough, where he refers to certain sections 
of Africa in which there is a large percentage of 
the inhabitants who have syphilis, yet very few of 
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them have syphilis of the nervous system, and he 
druws the conclusion the reason they do not have 
syphilis of the nervous system is because they have 
not been treated for syphilis. The antibodies in the 
system have not been destroyed by the antisyphilitic 
treatment. 

In contrast to that statement, I was interested 
in reading an article recently in the American Jour- 
nal of the Medical Sciences (May number, I think,) 
by Dr. Stahl, who claimed it is estimated that, ac- 
cording to his statement, 25 per cent of the cases 
that were poorly treated in the early stage of syphilis 
or early stages have syphilis of the nervous sys- 
tem; whereas, of those who have been well treated, 
only 3 per cent of the syphilitics developed syphilis 
of the nervous system, So here again there seems 
to be a difference of opinion on this point. 

The essayist has referred to age, and the time of 
entrance into the hospital. I think perhaps it might 
be more valuable if we found the age at which the 
disease began, because this is a progressive disease, 
continuing for many years, and the time at which 
the disease begins would be more valuable than the 
time at which the patient enters the hospital. 

With reference to sex, the doctor tells us that 23 of 
his cases were females. This proportion, I think, 
is large. While I cannot give you any definite 
percentage, I am sure the percentage I have seen 
in females is much less. In the literature generally 
we are told that there are ten cases of tabes in man 
to one in woman, and probably about the same pro- 
portion exists in men and women having syphilis. 
There are ten times as many cases of syphilis in 
men as there are in women. 


With reference to occupation, the essayist has 
brought out the point that those who are on their 
feet are more liable to the disease. This is in har- 
mony with the teaching of Eppinger, who taught 
that syphilis or tabes might be due to over-activity 
of the sensory neurones in the lower part of the 
cord in individuals who use their legs excessively, 
the so-called fatigue theory, where the nervous sys- 
tem becomes fatigued. There are other causes we 
should recognize as causes of tabes besides syphilis. 

Since the discovery of the spirochete in the spinal 
cord in cases of tabes we have focused our attention 
upon the syphilitic side of the disease and treated 
it as a syphilitic disease, which, of course, is correct, 
but we have overlooked, as the doctor emphasized 
in his paper, the importance of treating the patient 
and the importance of recognizing other factors be- 
sides syphilis in causing the disease. Why is it that 
aman who has tabes now has carried the spirochete 
in his spinal cord for ten or fifteen years without 
doing any harm? Why has it not done him harm 
before? That cannot be explained very definitely, 
but it may be noticed in many of these cases the 
disease comes on as a result of fatigue and excessive 
alcoholic use and after attacks of acute infection, 
and as the doctor brought out, after injury and 
other things. Anything that tends to reduce the 
vitality of the patient in any way opens up the way 
for the spirochete to become active. I would like 
to emphasize that side of the cause, and that we 
must consider other things besides the spirochete. 

With reference to the symptoms, I understand 
the doctor’s paper has dealt with the symptoms 
of which the patient complained. He has not told 
us anything about the objective signs, although, of 
course, I will confine my remarks to that side of 
the clinical picture. Pains are the most frequent, 
and as the doctor said, I have observed they are 
more troublesome at night. I have also observed 
that they come in attacks and the attacks precede 
an atmospheric storm. A tabetic patient will tell 
you when a storm is coming because he has a 
stormy pain in his leg first. These pains usually 
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appear in the earlier stage of the disease and con- 
tinue for a greater or less length of time. 

It is important to remember the disappearance 
of pain does not necessarily mean the patient is 
getting better. When the pains are getting better 
the patient gets worse. Pain is an expression of an 
irritating symptom. When the nerves become de- 
generated the patient has no pain, but he is much 
worse than when he had the pain. 

There is a class of cases of the neurotic form 
where the pains continue for years. I remember 
one case under my observation where the patient 
had pains for 12 years, and another patient for 18 
years. In these cases of neurotic form the other 
symptoms develop very slowly. Often in these 
cases we have a considerable increase or decrease 
of the knee jerks. We have an increased knee jerk, 
and it is well to remember that loss of knee jerk 
does not always mean tabes, and you may have an 
increased knee jerk in cases of tabes. This increased 
knee jerk in my opinion in those cases is due to 
irritation of the sensory posterior nerve roots. 

The parasthesias the doctor referred to are rather 
light and are apt to be passed by by the physician 
because they do not seem to be very troublesome, 
but where we have a patient in whom these paras- 
thesias are persisting, they ought to mean something 
to us, and our patient is in need of a careful exam- 
ination. When a man comes into the office and 
tells about pains in his legs, and tells us that he 
has rheumatism in his legs, if we have not time to 
examine the nerves at that moment, we can make 
one or two little tests which will help us out. If you 
tap his knee and see he has a Knee jerk, that helps 
out. If the knee jerk is lost, it will mean some- 
thing. If you take a flashlight and test the pupils 
and find they do not contract, you have two things 
you can pick up in a moment’s time that will tell 
you a good deal about the patient. You can do 
that in a minute or two and it will help you very 
much. 


With reference to the gastric crises, they are very 
troublesome, as the doctor suys. They usually come 
on early in the disease; they come on suddenly and 
usually terminate suddenly. 1 have seen cases that 
go on for weeks. One man had them for a period 
of weeks and could not retain his food. He lost 40 
pounds in weight in a few weeks. The crisis came 
on just as suddenly as it sometimes stops. He soon 
regained his weight. 

Another symptom the doctor did not mention in 
his paper was nerve deafness which is quite early 
in these cases. These patients will apply to the 
doctor for deafness, and we find very often that 
bone conduction is either very much reduced or 
absent, and that is found very early in the disease. 

Another early symptom should be emphasized, and 
that is the retention of urine. Sometimes these 
men will go about and go a long while without emp- 
tying the bladder in the early stage of the disease; 
they pride themselves bacause they can go so long 
without emptying the bladder. They really have 
retention and if the bladder is examined with a 
eystoscope you will find trabeculation in the muscu- 
lar wall of the bladder, not due to enlarged prostate 
gland, but due to tabes. The patient may have no 
pain; his knee jerks may be normal, and about the 
only thing he has is a bladder which is very greatly 
distended and which he is not able to empty. 

Another early symptom I think the doctor did 
not mention in his paper is tachycardia. Sometimes 
these people complain of a very rapid pulse and 
they go to 2 doctor for that; they have a pulse of 
90 or more, which is constantly rapid all the time, 
and probably due to irritation of the fibers of the 
sympathetic nervous system. 

I have observed in many of these cases that these 
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people lose weight when the disease begins. Here 
again it is interesting to note they carry the spiro- 
chete around in their bodies for so many years, when 
it becomes active, and then they lose weight. They 
look cachetic; they have a pale yellow appearance. 
They come to you because of losing flesh, and they 
lose anywhere from 10 to 30 pounds of flesh in a 
little while in the early stage of the disease. 


With reference to the treatment, I think we may 
divide it into three heads. First of all, treating 
syphilis. Tabes is a syphilitic disease of the nerv- 
ous system. Second, treating the patient or build- 
ing up his resistance against the invasion of the 
spirochete, and third, treating the symptoms as 
they arise, 


Under this head of treatment, I would like to 
emphasize particularly the treatment of the patient. 
Dr. Currier has already intimated or pointed out 
the importance of that, but I would like to em- 
phasize it, treating the patient, not getting our at- 
tention fixed on the spirochete and thinking of noth- 
ing else. If the patient has tabes, we should look 
for infection. The bowels should have attention. 
These patients should go on the rest cure. In treat- 
ing the pains the main feature is that the patient 
will suffer much less from pain if he is in bed than 
when he is up and around. The patient should wear 
heavy underclothing during the winter months and 
take pains to protect himself against cold. You can 
instruct him about avoiding fatigue and to look 
earefully after his alimentary tract and after his 
body generally. A great deal can be done for the 
pain in addition to putting him to bed. An arc light 
applied along the spinal column will give relief; 
sometimes diathermy, the current being passed di- 
rectly through the spinal column, through the ab- 
domen, will give relief. Sometimes a positive gal- 
vanic current applied in that way will give relief. 
I am not claiming this will relieve every case, but 
it will help. A hot blanket, hot packs to the hip 
and legs will give relief from pain. 


Most of these people have a hypotonia and to 
overcome that we put them through exercises and 
also get the benefit of increasing their co-ordina- 
tion by re-educational movements, such as are given 
under the Fraenkel system, By exercises, by rest 
for a time, and by re-educational exercises, you can 
do very much for your patients in overcoming the 
ataxia in the early stages. 


There are certain cases of this disease where the 
ataxia comes on early, and those are the cases you 
can help by these re-educational movements and 
also tone up the muscles by the use of sinusoidal 
electricity. This general treatment of the patient 
is the part that I would like to emphasize here. 
Treatment of the syphilis is, of course, important, 
but I think the general care of the patient is often 
overlooked. I think I can say this: I have dealt 
with patients for a great many years before we 
had the newer methods, before tabes was recognized 
as a syphilitic disease, and I have used these reme- 
dies I have mentioned—hydrotherapy, exercise, rest, 
massage, looking after the patient as a whole. In 
recent years we have come to use antisyphilitic 
remedies in these cases, and I want to say to you, 
I cannot see any wonderful results in these cases 
of tabes in later years. I cannot see that they are 
very much better by the use of antisyphilitic reme- 
dies than they were years ago before these reme- 
dies were introducd. I am willing to grant that 
in certain cases we have seen very excellent results 
from the antisyphilitic remedies. But I am trying 
to point out the difference in the two kinds in 
treating these cases, one the antisyphilitic treat- 
ment, and the difference in the result is not very 
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much in favor of our antisyphilitic remedies in this 
group of cases. In saying that I do not wish tu 
aiscuntinue the use of antisyphilitic remedies. We 
use tnem thoroughly in ail the difterent ways, intra- 
venoussy, intramuscularly and intraspinally, and we 
have given our cases the full benefit of it, but i 
cannot report to you any wondertul resuits from 
it. ‘Lhe cases of syphilis of the nervous system that 
are benefited most by these remedies are those where 
the connective tissue part of the nervous system 
is affected, that is, so-called cerebrospinal syphilis, 
but in this disease the affection probably begins as 
a meningitis, and in cases where we have persisteni 
pain I have observed very good results from the 
use of antisyphilitic remedies. But it is well to re- 
member the fact that when we have acute soften- 
ing of the brain as a result of closing up the arteries 
from a syphilitic endarteritis, as in cerebrospinal 
syphilis or a gumma pressing on a nerve, cutting 
off nerve fibers, so that they undergo degeneration, 
or in tabes a secondary degeneration in the posterior 
columns of the spinal cord, where the fibers and 
nerve tissue are destroyed, in all these conditions 
antisyphilitic remedies will not do them any good, 
but we may be able to do for patients who are suf- 
fering in this way a great deal of good in over- 
coming their meningitis or in preventing further 
destruction of nerve tissue, and the patient should 
have the benefit of it. We may get into the habit 
of routine and not connect up the mental picture of 
our pathology and hitch it up right with the clinical 
symptoms. We sometimes treat symptoms or signs 
that can never be restored, It does not hurt a man 
if his pupillary reflex or knee jerk never returns, 
and it is unnecessary for him to take a long course 
of treatment for regaining some symptoms of that 
sort which can never be regained. 


DR. ROBERT ROSEN, Detroit: I do not wish to 
discuss this paper, but I desire to ask if any of the 
members have had any experience with Schiess- 
inger’s solution in gastric crises in which we know 
most drugs are useless. Barker is the one in this 
country who suggested it, and it is composed of 
scopolamin, hydrobromin, and morphin muriate. In 
1918 I had occasion to test it on a physician who 
had a renal colic. He could not stand morphin, and 
being the only one in the house I used this solution 
with wonderful immediate results. In Detroit re- 
cently another physician who had had one grain of 
morphin without any result took ten minims of this 
solution which quieted him down. In gastric crises 
jt has given excellent results. It seems to me, if 
it can relieve pain, it can relieve pain in other con- 
ditions. I have recommended its use to physicians 
in malignant diseases over continuous and long 
periods of time without any untoward effects. 


DR. C. D. CAMP, Ann Arbor: Dr. Currier and 
Dr, Riley have referred to the indiscriminate and 
routine use of antisyphilitic remedies in these cases 
of tabes, and I believe they have done more harm 
than good. Furthermore, I believe the increased 
amount of nervous symptoms which we see at the 
present time is due to the harmful, excessive and 
indiscriminate use of strong antisyphilitic remedies. 

There is one other point I want to speak of, and 
that is the frequency of tabes in women. As a mat 
of fact, my statistics show that 40 per cent of my 
tabetic patients have been women. I believe that 
one reason, perhaps, for the less frequent instances 
of tabes in women in because it is rather less sus- 
pected in women patients. Frequently women pa- 
tients have the disease with somewhat different 
symptoms and pathology than male patients. 


DR. CURRIER: I have never had occasion to use 
Schlessinger’s solution. 
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THE OBLIGATIONS OF DOCTORS 





By A, P. JOHNSON 
GRAND RAPIDS, MICH. 


There is always associated with any new ef- 
fort that sense of insecurity which one feels 
when treading on thin ice. Particularly is this 
true when a layman states his views to the 
scientist. When the editor of this journal 
asked me to write about what “doctors ought 
to do,” he either planned on testing to the 
breaking point the tensile strength of my intel- 
lect, or ,|he hoped to furnish you with a new 
form of amusement, to “lighten up the pub- 
lication,” as we say in editorial vernacular. But 
I shall proceed on the premise of honesty. Hav- 
ing nothing to fear of ethics, I can afford to be 
ruthlessly honest with myself. I am not a doc- 
tor. I am not a scientist. My business has 
been chiefly to record the actions of others for 
others. In such a business one stands at the 
side of the road, sees the caravan go by, and 
forms opinions accordingly. These opinions, 
as they concern the physician, I shall set down 
according to my observations and let the chips 
fly where they will. 

It is customary in all criticism, whether of 
literature or art or in a scientific analysis, to 
preface it with favorable comment. That is, it is 
human to prepare a soft spot on which to fall. 
But to conserve my space, I shall set that aside. 
To review the service of the medical profession 
to the society of mankind would be sophomoric 
and meaningless. Let us credit it with being 
responsible for 50 per cent of present-day hu- 
man happiness. Let us rather, like Alexander, 
cry over the lack of future fields to conquer. 
The past is good guidance to live by, but un- 
necessary baggage to carry along. 

And that is my first criticism of the medical 
profession. Many, by far too many, of its fol- 
lowers are living in the past. They are living 
in a narrow past, a small, intrenched gloomy 
professional medievalism, which blurs their vis- 
ion and restricts their freedom of action. With 
all the accumulated glory of medicine and med- 
ical research, with the almost incomprehensible 
advancement of science as applying to the sav- 
ing and prolongation of life, to relief to suf- 
fering and physical comfort, the doctor him- 
self seems to be unable to throw off the chronic 
“egoitis” that keeps him enslaved to himself 
and in fear of his neighbor. 


The modern-day doctor is acrophobic. He is 
always afraid he is going to fall down some- 
where, even if he is walking on the grass. 
Either that, or he fears that some other doctor 
is going to fall on top of him. He is still the 
professional recluse who, within himself, thinks 
that his profession is something akin to the un- 
known. He mistrusts not only himself and his 
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associates, but he has little or no faith in the 
intelligence of the public. 


Am I stating general facts? Yes, I have come 
in close contact with the profession—almost 
professional contact—for 25 years and I have 
not found one man who, somewhere in his 
makeup, did not harbor something of the mys- 
terious. It crops out somewhere, in the oper- 
ating room, in a poker game, in the smoking 
compartment of a Pullman, and not infre- 
quently in his home. He is either an Ishmael- 
ite who is always being persecuted, or he is 
ne plus ultra with particular emphasis on the 
“plus.” Somewhere along the line, his con- 
tact with abnormalities and subnormalities robs 
him of his boyishness and bouyancy, two traits 
which Freud, in less understandable terms, says 
are necessary to “unity in male characteristics.” 
The whole trend of the human species is for 
freedom. When Adam and Eve subscribed to 
the fig leaf as a necessary adornment, they ac- 
cepted the first restriction of civilization. And 
they have been pressing against that restriction 
ever since. Somewhere, in the economic life 
of the doctor, he is cramped. He doesn’t get 
enough natural freedom, enough air, enough 
of the bigness of life. He hasn’t been able to 
corelate his business with the business of all 
mankind. He is too much of a doctor and not 
enough human being. And he forms his views, 
his theories and his ethics accordingly. 


By this time I shall, no doubt, have alienated 
all your friendship, respect and good will. But 
you have asked for MY opinion. I may not 
be right, I am only a unit with one set of chan- 
nels in which my opinions are formed. 
I say these things because I think I can under- 
stand the psychological reasons for them. The 
man would be superhuman who could spend a 
lifetime in the treatment of disease, in dissect- 
ing cadavers, in analysis of bacteria, in check- 
ing every thought and move where life is con- 
cerned; as a custodian of family relations and 
secrets, meeting and dealing with both physical 
and mental disintegration, without showing ef- 
fects at variance with the normalities of those 
who go through life with less responsibility. 
And here I would like to make this reservation : 
My views are not based upon the same reason- 
ing that the average patient uses when he alter- 
nately praises or condemns his doctor. In this 
dissertation, the individual doctor does not in- 
terest me. I take it that every doctor, or nearly 
every doctor, does the best he can. I am here 
not interested in the individual doctor’s ability 
or workmanship. I think most of them are 
good men and women. And I do not mean, by 
charging him with “mysteriousness” and 


“egoitis” to impugn his good fellowship. Most 
doctors I have met have been “damn” good fel- 
lows, if I may use the term. But they are al- 





ways at war with themselves or with some 
hallucination. They confuse their calling with 
their natural lives, the lives they would live 
if they were in any other business. In other 
words, the doctor has not “placed himself” in 
the order of things. His orientation needs ad- 
justment. Society is suspicious of him because 
it does not understand him. No wonder. He 
doesn’t understand himself. 

But what has all this to do with “What more 
can the doctors do?” My reader at this point 
is ready to call my attention to accomplishment, 
perhaps on the theory that all is well that ends 
well. “Look at the results,” he will say. 

Well, what are the results ? 

[Improvement in general health. Prevention. 
More lives saved. Curtailed death rate. Lower 
infant mortality. Great educational campaigns. 
Hygeia, and all that. 

Immeasurably valuable. Phenomenal. There 
is no writer on earth who can find adjectives 
that would do justice to the good which the 
doctors individually and collectively have done 
for mankind. 

But is that the end? Is it what is called in 
science the nth product? Does the postpone- 
ment of death mean anything to the average 
man? Death, as signifying the end of living, 
has never meant anything to me, either as it 
concerned myself or my fellow men. I have 
known many men and women who were dead 
long before their obituary notices called my at- 
tention to it. A funeral is merely the occasion 
upon which the public takes official notice of 
the passing of a life. The owner of that life 
might have been dead a quarter of a century as 
far as his usefulness to society was concerned. 


Here is the greatest field for the doctor’s 
services and a field in which he will not suc- 
ceed until he finds himself. No organization, 
or collective effort, or propaganda, by and of 
itself, will bring about right living, healthful 
living, good citizenship, or useful lives. These 
things must come from contact—live, pulsating 
human contact. The common man must find a 
common inspiration. Most of his preachers 
have failed because they have not been “com- 
mon” enough. They have lived too much in 
the ethereal, as the doctor lives too much in the 
ethical. 

My family doctor is 90 per cent a real man 
and 10 per cent doctor, and at that I think I 
am stretching his professional ability. In fact, 
his professional talents haven’t interested me 
much. I left him once because I didn’t think 
he was doctor enough, but I had to go back to 
him. 


That is what your profession needs, ladies 
and gentlemen. It needs public confidence. 


You have long been a necessary evil. You have 
been rated with your pills and laxatives and 
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scalpels and sutures and forced family confes- 
sions. You have smelled too much of ether 
and not enough of cologne—figuratively speak- 
ing, of course. And you have aided this im- 
pression by your childish ethics and narrow 
professional effeminacy. In the operating 
room, or at consultations and at the bedsides 
you “Doctor” one another with the grace of 
knights errant, who, upon the first opportunity 
(in a less civilized surrounding) would not 
hesitate to insert the longest operating blade 
in their possession between the other fellow’s 
fifth and sixth ribs. Then, when you get to- 
gether at conventions, or by yourselves on the 
golf links—well, suppose we leave that until 
some other time. : 


The public does not know what to make oi 
that. In all other professions there is more 
naturalness, more openness, more universal con- 
fidence or obvious suspicion. And while the 
public feels that way, you are retarded in your 
work. I do not mean to gainsay the need of 
professional respect. We all respect a good 
judge, or a good lawyer, or carpenter, or what- 
ever a man may be, but if we are constrained 
to speculate on his moods, on a lot of intricacies 
in his business that affect his comradeship, we 
become suspicious and ill at ease. Neither do 
I think it necessary for a doctor to chum with 
all his patients. That might become complicat- 
ing, especially under our social restrictions. But 
as the wise employer today gains and holds his 
workers’ respect by virtue of his own person- 
ality, so can the medical profession attain 
greater results through increased confidence and 
greater personal contact. 

And to what purpose? 


I said something about being a long time 
dead before your funeral. The present trend 
of living is encouraging that sort of thing. I 
am not so sure that our hygienic pro-sanitary 
and predigested lives are essentially the way na- 
ture intended them. It strikes me that much 
of it is a refined process of emasculation. All 
forms of life, dependent upon their virility, 
come into being and survive through struggle. 
Take away the struggle, the effort, the zest 
of life and you take away life itself. The per- 
fect man cannot survive unless he has some- 
thing to do. After you have removed all foci 
of infection and there is no more cause of ail- 
ment; after you have found a panacea for all 
human ills, then what? Is that the nth 
product ? 

Not unless you teach that life how to pre- 
serve itself. And as your profession is now 
constituted no one is going to seek your serv- 
ices when he is well. That’s unfortunate. 
but it is true. And here, it seems, lies your 
great mission. The business of “curing ills” 
is not of itself an exhilarating undertaking. But 
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the business of preventing ills is not only one 
of absorbing interest, but logically a very es- 
sential one. 


Yes, I know the profession as a whole, en 
masse, collectively and through its institutions 
and societies, is doing that, but. the “doctor” 
has not fitted himself into that plan as an indi- 
vidual or in groups. History records more than 
drifts. It records the achievement of indi- 
viduals, whose heads have towered over the 
crowd. There must be individual attraction to 
gain individual results. 


Some sort of individual leadership must 
come to the people of this earth. We thought 
for a few centuries that we had that leadership 
in religion. But we confused the gospel of the 
Nazarene with clique, creed, dogma and 
theology. Retaining still the inspiration of 
Christ, we must add to it the examples of na- 
ture as laid down, in this instance, in the 
knowledge of the human mind and body. We 
must have more light, more real light, and less 
superficial theory. The doctor can furnish that. 
He has the real opportunity of modern times. 

I believe the doctor errs in paying so little 
attention to fundamentals. You will ask, 
“What do you mean by ‘fundamentals? ” 


I. mean this: Medicine is a_ specialty. 
Economics, for instance, is a fundamental. I be- 
lieve the modern doctor pays too much atten- 
tion to his specialty and not enough to general 
knowledge. He does not sound the tuning fork 
of public opinion. The doctor worships too 
much at the altar of science, and the effect, I 
am sorry to say, is an increasing mistrust of 
the profession. In every legislature, during the 
past year, there has been active propaganda 
which on the face of it has been “to protect 
the medical profession.” I am one of the few 
who know the intent of this propaganda. It is 
not to protect the medical’ profession, it is te 
protect th: public. It 1s obvious to me if some 
neonle were allowed to practice medicine, or 
treat human beings. there would be niuch more 
work for the doctors. But does the general pub- 
lic know that? It does not. Why not? Be- 
cause the sponsors for that propaganda, namely 
the doctors, have not the public’s “economic” 
confidence. After their patients have sacrificed 
a set of tonsils, or an appendix, or what not, 
on the said altar of science, their doctors’ in- 
terest wanes. He doesn’t follow that patient 
into his or her economic life. He doesn’t study 
the patient’s viewpoint. 

I know of a hospital that had for the purpose 
of its organization the highest and joftiest mo- 
tives. It has now all that money and means 
can procure to make it the best and foremost 
in scientific good. It performs a great amount 
of charity work year after year. And yet, only 
those whose social prestige entitles them to an 
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opinion have anything good to say about it. All 
its honest work, past and present, is refuted in 
the sense of it being an humanitarian institu- 
tion because it cannot get in touch or in tune 
with the common man and woman. 


This hospital charges uniformly what other 
hospitals charge “for being sick.” But the men 
who conduct it, the physicians who dominate 
it, are deities in the Olympus of the medical 
profession. It is THEIR temple. “Around 
you,” they say, “I draw the magic circle of 
science. QOne step within that circie and we will 
bring to you all the marvels fo: which our 
piofession is renowned.” And the marvels are 
usually forthcoming according to the ~ize of 
the patient’s pocketbook. 

It is this spirit, an unconsciously mistaken 
spirit, among the doctors, that has caused the 
public and its governmental representatives to 
clamor for socialistic measures in the treatment 
of human ills. It is this spirit, this “holier 
than thou appearance of things,” that encour- 
ages the imposition of cults and fantasies in 
coping with the frailties of mankind. The doc- 
tor must not forget that there is in all economic 
procedure a strong leaning toward fanciful 
equality. Everything is being “socialized” 
from the family cat to the number of B. M.s 
you are entitled to in the course of a day. 
Sooner or later, the doctor will reach the fork 
in his road. He cannot forever fight patent 
medicines, fly-by-night practitioners, cult treat- 
ments and speculative theories in medical prac- 
tice. He cannot forever convince the public 
that he is not grinding his own ax when he 
maintains that to be entrusted with a human 
life, the man or woman assuming that respon- 
sibility must know something about the human 
body. He must not forget that the combined 
public will must have its run. But he can, by 
looking beyond his operating table, his thera- 
peutic thermometer or his prescription blank, 
peer into the great, moving caravan of human 
beings as it is seen from the heights, or at the 
side of the road. There he will get the proper 
perspective. He needs more of the telescope 
and less of the microscope. His renown as a 
specialist must be tempered with a common 
understanding of common things and common 
people. Only through such a viewpoint can he 
wrench himself out of himself and into the big 
world, the great, though perhaps unknown pur- 
pose of it all. He must put the same sweet coat- 
ing on his life and his contact that he puts on 
his pills when they are bitter and hard to take. 
He must mould “public” opinion, not “legisla- 
tive” opinion. If he educates the public, that 
education will reflect in its servants. And he 
must begin quickly before his great work be- 
comes a football for whosoever chooses to say, 
“Come to me and I’ll cure you.” 
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Editorials 
ANNUAL MEETING 


Grand Rapids—Sept. 11, 12 and 13th. 


Mark this on your ca@endar and plan to at- 
tend this annual meeting. The August issue 
will contain the completed program. This pro- 
gram will be of unusual interest, and will be 
on subjects by speakers you cannot afford to 
miss hearing. On the side there will be ar- 
ranged enjoyable entertainment features. There 
will be ample hotel accommodations, but it is 
imperative that you write for reservations. 
Good toads from every part of the state lead 
to Grand Rapids. Ample garage facilities will 
be available. Grand Rapids doctors urge your 
attendance and assure you every hospitality. 





AS OTHERS SEE US 


A few months ago we sent the following let- 
ter to a number of representative laymen: 
Dear Sir: 


With the single thought of securing the opinion 
of thinking public men I am writing to invite you 
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to send me an article on the medical profession fer 
publication in our State Medical Journal. 

I believe that it is well for any group or profe: 
sion to now and then stop and give time ani 
thought to introspective surveys. To look at them- 
selves through the eyes of men outside their circle. 
To consider their public relations as revealed ty 
the opinions and judgment of representative indi- 
viduals. 

With that in view, will you not send me two or 
three thousand words of constructive criticism 
and constructive recommendations of the medical 
profession? I am sure that the profession will not 
only appreciate, but will also profit by your con- 
tribution. 


In this issue we are publishing several of 
the replies received. Read them and _ then 
ponder. We want to give you some insight 
as to how thinking laymen view us and our 
work. There is need for us to concern our- 
selves as to how others appraise us. While 
busy with our science, we must find time to 
take unto ourselves the responsibility we owe 
to the people. So read and ponder. Then 
govern your acts accordingly. 





WORDS OF WISDOM FROM THE 
PINES 


The snows have melted up north. With sum- 
mer’s breezes we again welcome the “Voice 
from the Jackpines”—a fellow member, who 
in his inimicable way speaks out plainly and 
to the point. His reflections merit reading and 
invite serous thought.—Editor. 

| * Kx 

That was a horrible catastrophe in North 
Carolina a few days ago, yet we have scores 
of auditoriums in Michigan that are much 
more hazardous than that one, and high salar- 
ied state officials are lecturing in them to large 
audiences every day, and upon public health. 
too. 

Say. now, if it is planned that every mother 
in Michigan shall have free medical and nurs- 
ing attendance, how is it that the town and 
county boards turn down every bill that physi- 
cians and nurses send in for caring for the 
really destitute? Surely, that would avoid a 
lot of overhead charges. Or is a thing better 
for the public when it is accompanied by the 
maximum of long distance graft? 

A physician tells me that there is a woman 
unon the platform teaching how tc have the 
dear babies, that has had five abortions. All 
home brew. too. 

It seems folly for physicians te buv medical 
hooks when almost every paper contains for 
the laitv articles claiming to cover both diag- 
nosis and treatment. 

“And so you changed doctors, I thought Dr. 
X was taking a great interest in your case.” 
“Yes, but I got tired of the interest and hire’ 
this man to go after the principal.” . 
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Which makes us think of the brainy doctor 
who thinks more of justifying his theories than 
of curing his patient. 

Did you get that free sample of Nujol? My 
neighbor did. This may be an indication of 
what is coming when Standard Oil Founda- 
tions dominate our educational institutions. 

I believe in research work. That goat gland 
stuff may be all right, but if I were the patient 
I would not like to be the goat. 

No wonder the automobile business is threat- 
ened and tires are so expensive. The sale of 
rubber catheters is said to be unprecedented. 

Forty-five years’ experience in medicine has 
proven to me that there are locations where a 
physician will be ostracized if he does not 
cater to the illegitimate practices of some of 
the leaders in the community. A little dope 
now and then and something for that “just a 
cold, you know,” or he will find it pretty hard 
sledding. 

And how they will lie to get you mixed up 
in a deal of that kind. What a helpless: posi- 
tion for one who is not on his guard. 

Speaking of baby welfare work. I have 
just been looking at the pictures of two of the 
recent prize winners, and I notice that one of 
the champions has adenoids and the other 
squints. 

Isn’t it strange how American physicians 
permit outsiders to steal American thunder? 
American books twenty years old tell us about 
the islands of Langerhans, and half a score 
of our best manufacturing laboratories have 
been putting out preparations of pancreatic 
substance for many years. Many physicians 
have used these prenarations and in a certain 
class of cases with almost invariable success. 

T think it time that our American Association 
put a couple of good bright men at the door 
of the patent office. 

A recent writer tells us that under modern 
treatment the mortality rate has been greatly 
reduced. It mav he an error. Most board of 
health workers take credit for that. 

And this from Ohio: 


A man from Morrow county bitter kom- 
plains about the action of state inspecktors kon- 
demming a school buildin’. He sez: “True. it 
it did not contain a dance hall nor swimming 
pool, nor a room in which our country girls 
could learn to cook. It was presumed that their 
mothers would have sufficient ability and the 
cood of their daughters at heart to the end that 
this would be done at home. The thought was 
far from the mothers that the community 
needed a high salaried city dame to instruct the 

.commmnity how to prepare proper viands. This 
has followed in the wake of county nurses, fed- 
eral mid-wives under the maternity law to 
whom the expectant mothers must report. in 


EDITORIALS 


315 


order that the baby may be born under govern- 
mental regulations, etc., etc. O, ye gods, where 
will the end be? Somebody, soon, please step 
forward and show us how we may save our 
homes and hearths that parents and children 
may have a roof under which they may shelter 
their bodies from Ohio’s changeable weather.” 
—Ohio Farmer. 

We can doubt the sincerity of the physician 
who exploits himself through the lay papers. 

I would be better pleased to be called an em- 
piric with a living patient than to be called 
ultra scientific at the funeral of one of my own 
patients. 

We have much to learn, but nearly as much 
to unlearn. It hustles us to keep in touch with 
the discoveries of the age, but we should not 
let the vapors of the present obscure the truths 
of the past. 

He called it a case of coryza and treated it 
with vaccines and serums. It made a great 
report, and he was proud to say that his patient 
made a fine recovery in about two weeks. But 
right upon his own shelf he had some little 
tablets that he formerly used in such cases 
with the result that the patient was well in 
forty-eight hours. Which makes us think of 
the way Tom Sawyer dug his nigger out of 
prison. Let us not quit certainty for hope. It 
may be fully as scientific to cure a patient by 
tried methods as take too many chances with 
things not yet fully demonstrated. If we know 
a simple remedy that will cure a disease, why 
not use it? 

Some think that our higher authorities are 
partial to the products of certain firms. Some 
think that it is now becoming the rule to favor 
the judgment of those only who belong to 4 
certain faction. Probably not so bad as that, 
but every physician must do his own thinking. 

Some very nihilistic sarcasm has been vented 
at American phvsicians and chemists for sug- 
gesting the use of certain substances, and later 
on the same objectors were stepning over each 
other to get to the lav papers with their own 
great “original” discoveries. 


Thousands of interest in the unborn hahy. 
Nearly as much in the under two-vear-old. But, 
what are you going to do with these humans 
after they get older. Not manv vears ago we 
read of an ex-millionaire who died in the Kent 
county poor house. A year or two ago the neo- 
ple in a little northern town were trving to 
raise some monev. to buv a monument for an 
aged phvsician. Before this man died J knew 
him to he homeless and hunerv. IT saw him 
aroused from his sleep unon the floor hv a kick 
and asked to write a prescrintion for which 
he got not one cent nor even a thank von. Yet, 


at one time this man was bright and intelligent. 
His own generous self-denving spirit was taken 
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advantage of, and there was no one to do for 
him what he had done for thousands. At the 
same time in the adjoining counties two good 
old-time physicians were spending their last 
days in county poor houses. And there were 
a lot of other old folks in those county houses, 
too. Now I want to ask some of these re- 
formers what they are going to do with these 
dear babies after they get old. And I want to 
tell every physician in Michigan that he need 
look for very little sympathy from the dear 
ones whose pains he has relieved, or whose 
lives he has saved. The doctor must go on do- 
ing good for its own sake, kindness, sympathy 
and humanity must ever be with him, but he 
must always remember that few physicians are 
remembered long after they become useless. 
And it is also up to the physician to lead the 
demand for deferred old age and better care 
for the unfortunate aged. 


Which leads us to wonder why physicians do 
not more generally take more interest in old 
age pensions. Surely we need not go far to 
find worthy elderly people who need much that 
they are unable to obtain. NO, SIR, this is not 
for me. I don’t want a pension. When I get 
too old to take care of the sick, I am going into 
politics and get a job bossing the medical fra- 
ternity. But, in all seriousness, physicians 
ought to be in the front rank when these ques- 
tions come up. We are scared when anyone 
says socialism, but socialism is all right if the 
benefits of it and the administration of it are 
the perquisites of a special few. 


Northern Michigan is most beautiful in the 
summer time. The roads are good and the 
atmosphere is invigorating. But in the winter 
the roads are very bad and almost impassable. 
Snowdrifts from six to ten feed deep were 
common last winter. Physicians had hard 
work to care for the sick. Money was scarce, 
collections poor, and many were ill. Summer 
resorters are numerous now, and among them 
are some physicians. Some of these men have 
brought their outfits with them. They hope 
to get a little of the farmer’s business to cut 
down their board bills. Then, again, there are 
the high salaried summer resorters, whom the 
great state of Michigan pays fat salaries to 
come up here and rest from their winter’s idle- 
ness. They are holding free clinics here now. 
Golly, I had some WINTER clinics a few 
weeks ago that were quite interesting. I note 
these folks forget the local physician, which 
oversight looks a little suspicious. They for- 
set that it was through the efforts of physicians 
that our board of health was organized. But 
thev are having a good time and the state is 
paving for it. Many country doctors wish that 
the state would pay for some of the work they 
did last winter. 
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And here comes another picture of a prize 
winning baby. Fine looking child, but say, 
they failed to notice that he is cross-eyed. 

I find that many voters are anxious for the 
passage of that bill providing for the preven- 
tion of litigation. They want a bureau of free 
legal information in every county. One of our 
farmers tells of a suit over a dog that—thie 
suit, of course—cost the parties over eight hun- 
dred dollars. It is claimed that the establish- 
ment of free legal information bureaus would 
prevent almost all litigation and save the pub- 
lic many dollars. Quite likely, now that free 
medical assistance is to be furnished, our legis- 
lators will see the need of free legal advice 
for our people. You see, I keep a dog, and if 
that bureau will save me eight hundred dollars 
I want that bill to pass. 

Doctors are all interested in good roads. We 
all want them, but it is said that our roads are 
costing more with federal aid than they should 
cost without it. Perhaps the physicians of 
Michigan would do well to spend a part of their 
time studying politics. We are told that right 
in Grand Rapids is a firm that builds a better 
road by a new process for much less money, 
but contracts sometimes go a long ways from 
home. It is up to us to find out what are the 
real benefits of federal aid. Let me tell you 
that when the United States takes over the 
business of manufacturing infants there will 
be some cost attached ; and some bum babies. 

A fellow told me a day or two ago that I 
was getting old. I agreed with him and inno- 
cently doubled my price. 

You are doing good work with the Journal. 
Hope the good doctors of Michigan will keep 
vou right where you are. 

That Voice From the Jackpines. 





THE HARRISON. NARCOTIC LAW AND 
ITS ADMINISTRATION 


The medical profession has many times. 
through its various organizations, approved of 
the general principles involved in the Harri- 
son law. It has even approved of the numer- 
ous impositions upon itself involved in the law 
and has not murmured greatly at the unjust 
tax imposed upon its members by the law. 
Some of the employes of the Department of 
Internal Revenue, who are charged with en- 
forcement of the law, have made themselves 
obnoxious by their manifest attempts to de- 
velop criminal cases against honorable phvsi- 
cians where no evidence exists, that the law 
has been violated for purposes of gain. If a 
physician violates the law for purposes of gain 
he cannot be too harshly dealt with. but he 
should not he imposed upon and persecuted be- 
cause of technical mistakes he makes in deal- 
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ing with defective humanity, whereby he un- 
intentionally violates the law. 

kecently in the United States court for the 
eastern district of Michigan, Dr. Harry M. 
Leach, a worthy and long established physician 
of Saginaw, was convicted by order of the 
court for violating this law, although the pa- 
tient had been a charity case whom he had 
treated by the well established method of grad- 
ual reduction, by means of which he had re- 
duced the daily dose from eighteen to four 
grains within a short period. The judge said 
that no doctor had ever cured a case by such 
methods and cited as proof of such statement 
the fact that the doctors on the stand would 
not betray professional confidence by giving 
the names of patients so cured. Further, the 
judge stated that doctors should refuse abso- 
lutely to prescribe for drug addicts, let them go 
on the street and buy narcotics clandestinely, 
get arrested and he would send them to prison, 
where they would be cured at once. 

The judge seemingly does not appreciate 
the terrible suffering imposed upon a human 
being by suddenly depriving him of his accus- 
tomed supply of narcotics. 

Physicians know no greater human suffering 
is ever experienced than is suffered by the ad- 
dict who is suddenly deprived of his accus- 
tomed dritg. The judge, it appears, has entirely 
too much confidence in the efficacy of curing 
addicts by prison sentences. It is known gen- 
erally to the medical profession that prison bars 
impose no obstruction to the admission of 
opium and cocaine. There appears to have been 
no evidence presented that a prison sentence 
ever procured a cure of a drug addict except the 
unsupported statement by Dr. Leach’s charity 
patient that he had been cured by a prison sen- 
tence after the reduction in his daily dose pre- 
viously alluded to. The jury came in three 
times without a verdict and one of guilty was 
finally secured from them by the judge, who 
polled them in open court. The physicians of 
Saginaw are incensed by the verdict and it is a 
most serious situation to face by the medical 
profession. 


Are we to give up our liberties and surren- 
der our consciences to the tender keeping of 
the United States courts? 

Are we to give up our own ideas of treat- 
ment of drug addicts and accept the rules laid 
down by these courts ? 

The writer of this had an unfortunate ex- 
perience at the inauguration of the Harrison 
Act. He knew a fine lady who was a morphia 
addict. He had given her prescriptions for 
the drug for many years. Without success he 
had appealed to her to enter a sanitarium for 
treatment. No appreciable harm had come to 
the lady from her drug addiction. She moved 
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as usual in society and conducted the affairs 
of her household. She was considered a valu- 
able member of society and was a support and 
help to her husband and daughter. The writer 
conceived that the Harrison Act gave him an 
excuse to force this lady to take treatment that 
would lead to a cure of her habit. He did not 
imagine that any judge would ever declare that 
he should not use his own judgment in pre- 
scribing any drug, but he grasped the wording 
of the Harrison Act as an excuse and told the 
lady that she could receive no more prescrip- 
tions for morphia after the law went into ef- 
fect. She appeared to accept the situation and 
promised to enter the hospital for treatment. 
On the day the law went into effect I was 
called to her house and found her dead—by the 
carbolic acid route. The first victim in Michi- 
gan to the Harrison narcotic law! Many more 
followed. 

The passage of the law was followed by 
innumerable suicides all over the land. If the 
administration of the law is to be followed up 
along the lines laid down by the courts, 
there will be many more suicides to charge up 
to it in the future. What does the medical 
profession think of it? : 
W. T. Dodge. 





Editorial Comments 


Do not forget to mark the dates for our annual 
meeting. They are: Grand Rapids, Sept. 11-12 and 
13th. The completed program will appear in the 
August issue. 


It is a sad state of affairs when courts, without 
individual training or scientific knowledge, assume 
to dictate principles of medical practice. In the 
case at issue we trust the doctor will appeal the 
case to a higher court. We have plead, and plead 
again, that the profession unite and take the ag- 
gressive in resisting state domination of medical 
practice. Unless you do, this is but one example 
of what you may expect. 


“Cloverland Echoes,” by Dr. C. F. Whiteshield of 
Powers, Mich., is a pleasing collection of verse as- 
sembled in booklet form. It imparts an interpreta- 
tion of nature and men that is human. It reveals 
the author’s love of nature and humanity. It lifts 
one to the good and the beautiful and shuts out 
the sordid and commercial. It is a human expres- 
sion emenating from one who must be a man among 
men—the type of which there are so few. Congratu- 
lations, doctor. 





One of the important features of our annual meet- 
ing, to be held in Grand Rapids September 11, 12 
and 13, is the holding of all our general and sec- 
tion meetings in one building and under one roof. 
The Park Congregational church, located in the 
center of the city, with its main auditorium, Sun- 
day school room, guild house and gymnasium, pro- 
vide splendid audience rooms for all our meetings. 
They are well lighted and have ample ventilation. 
The registration booth and exhibits will be located 
in the large ballroom of the Pantlind hotel. We 
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are sure you will be pleased with the arrangements 
the Kent County Medical Society is making for 
your comfort and pleasure. 


Graduation exercises for the year have been held 
in every medical college. As these graduates re- 
ceived their degrees, the oath of the father of 
medicine was administered to them. The language 
in which it was first pronounced is no longer 
spoken: and the very gods the early physicians 
called to witness have been discarded. The oath 
remains pertinent, applicable and meritous of con- 
tinued observance, Lest you have forgotten, lest 
you violate it, for you who have been practicing 
10 or 25 years or more, we reprint the allegiance 
oath of the profession you represent: , 

“You do solemnly swear, each man by 
whatever he holds most sacred: 

“That you will be loyal to the Profession 
of Medicine and just and generous to its 
members; 

“That you will lead your lives and prac- 
tice your art in uprightness and honor; 

“That into whatsoever house you shall 
enter, it shall be for the good of the sick to 
the utmost of your power, you holding your- 
selves far aloft from wrong, from corrup- 
tion, from the tempting of others to vice: 

“That you will exercise your art solely 
for the cure of your patients, and will give 
no drug, perform no operation, for a crimi- 
nal purpose, even if solicited; far less sug- 
gest it; 

“That whatsoever you shall see or hear of 
the lives of men which is not fitting to be 
spoken you will keep inviolably secret. 

“These things do you swear? Let each 
man bow the head in sign of acquiesence. 

“‘And now, if you shall be true to this your 
oath, may prosperity and good repute be 
ever yours; the opposite if you shall prove 
yourselves forsworn.”’ 


In recording the election of Dr. Frank A. Kelly 
as president of the Wayne County Medical Society 
we impart the following from a Detroit newspaper: 

“Blection of Dr. Frank A. Kelly as_ president 
of the Wayne County Medical Society in one of 
the largest votes ever polled by the organization 
means something more than the personal distinc- 
tion of one member of the profession. It is essen- 
tially a vindication of Dr. Kelly’s work as chairman 
of the legislative committee; and the outstanding 
feature of that work was his opposition to the spread 
of state medicine as against private practice. 

“State medicine has already developed to the 
point where boards of health and other public 
bodies that live on taxes impinge upon the sphere 
of the private practitioner, and in the name of social 
service teaches a kind of pauperism highly ap- 
proved by those who dream of a communist heaven. 
Because Dr. Kelly stands squarely against that ten- 
dency he will have the moral support of those in 
other vocations who do not want communism, and 
who are opposed to communistic measures.’’—De- 
troit Saturday Night, June 2, 1923. 


The officers of the Medical Section are busying 
themselves with plans to make the forthcoming 
annual meeting at Grand Rapids, September 12 and 
13 epochal in the annals of the Society. Already a 
program is being outlined, and the following sub- 
jects will be covered by addresses, lectures and dis- 
cussion. It is hoped that two papers will be given 
on each subject: 

Gastro-intestinal. 
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Cardiovascular. 

Baso-Metabolism. 

Endocrinology. 

Neuro-Psychiatry. 

Skin and Syphilis. 

Tuberculosis. 

Bones and Joints. 

This program covers a wide enough field to inte: - 
est all internists, and it is desired that membei's 
who wish to present papers will communicate imme- 
diately with the undersigned officers of the Section. 
It may be mentioned that Michigan men will be ex- 
pected to contribute the major part of the prograin 
of papers, ete. 

In the August number of the Journal there will 
be published a full outline of this program, wiih 
names of essayists and speakers, and will contain 
a brief synopsis of each paper and also the names 
of the gentlemen who will lead in the ensuing dis- 
cussions. 

The attention of the whole profession is directed 
to the Grand Rapids meeting one month hence, and 
internists in particular are requested to interest 
themselves in the endeavors of the Medical Section 
to successfully carry out their part of the proceed- 
ings. Again it is urged that all those who wish to 
assume a part in the program will communicate with 
the officers. 

MICHIGAN STATE MEDICAL SOCIETY. 
Medical Section. 
J. L. Chester, M. D., Chairman. 
Frank J. Sladen, M. D., Secretary. 
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COLLECTIONS 
Physicians’ Bills and Hospital Accounts collected 
anywhere in Michigan. H. C. VanAken, Lawyer, 
309 Post Building, Battle Creek, Michigan. Refer- 
ence any Bank in Battle Creek. 





Four lepers were recently discharged as cured 
from the Cabo Blanco leper colong in Venezuela. 

Dr. Angus McLean of Detroit, sailed for France, 
May 14, 1923, for a six weeks’ trip. 


Dr. Constantine L. A. Oden of Muskegon, made a 
short business trip to Chicago the first of June. 


A scholarship in pathology in the Detroit College 
of Medicine $18,000) was raised during the past year. 


The Rockefeller Foundation has spent in the last 
ten years $24,716,859 on medical education and $18,- 
188,838 on public health. 


The Detroit Otolaryngological Society elected, May 
23, 1923, the following officers: President, Dr. J. S. 
Wendel; secretary-treasurer, Dr. F. L. Ryerson. 


The McMillan Chiropractic bill (to establish a 
state licensing chiropractic board) was killed by the 
Texas senate, May 4, 1923. 


Dr. F. T. F. Stephenson of Detroit was chosen 
commander-in-chief for three years by the Michi- 
gan Sovereign Consistory. 


Dr. O. M. Gurzhet of Detroit read a paper on 
“Toxemias of Pregnancy” before the Detroit Med- 
ical Club, May 17, 1923. 


The name of the Hahnemann Hospital of Chiff. 
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eazo has recently been changed to the Chicago 
Memorial Hospital. 


‘he new City Hospital at Traverse City has been 
named the James Decker Munson Hospital in honor 
of Dr. J. D. Munson. 





Mr. Edward Mallinckrodt of St, Louis has donated 
500,000 to Harvard University toward the con- 
struction of new chemical laboratories. 


The Lapeer County Medical Society tendered a 
dinner in May at Imlay City to Doctors George W. 
Jones of Imlay City and William Blake of Lapeer. 


Dr. A. C. Morgan read a paper on ‘‘My Views of 
Tuberculosis” before a special meeting of the Wayne 
County Medical Society, June 11, 1928. 


The Michigan State Board of Registration in 
Medicine held an examination in Ann Arbor, June 
12-14, 1928, and another in Detroit, June 18-20, 1923. 


The American Association for the Study of the 
Feeble Minded held its forty-seventh annual session 
in the Hotel Statler, Detroit, June 15-18, 1923. 


Dr. Guy L. Keifer of Detroit addressed the Grand 
Rapids Rotary Club on the subject of ‘““How to Keep 


lod 


Well” at the regular club meeting, June 7. 


Dr. Geo. L. LeFevre of Muskegon has been in 
Ann Arbor, attending a meeting of the State Board 
of Registration. 


Doctors Laurin, Cramer, Bussard, Egan and Mor- 
ford of Muskegon, attended the automobile races at 
Indianapolis, on Decoration Day. 


Dr, C. C. McClellan was elected to the board of 
governors of the Detroit chapter, Sons of the 
American Revolution, June 14, 1923. 


At the annual meeting of the Alumni Association 
of the University of Toronto, held in Windsor, May 
31, 1923, Dr. B. D. Harrison of ,Detroit was elected 
vice president. 


Dr. R. S. Dixon of Detroit read a paper on 
“Communicable Diseases and Their Relation to the 
Practitioner’ before the Detroit East Side Physi- 
cians’ Association, May 3, 1923. 


Dr. A. W. Blain of Detroit read a paper on 
“Goitre with Special Reference to the Selection of 
the Anesthetic’ before the Saginaw County Medical 
Society, May 18, 1923. 


Dr. H. P. Doub recently resigned from the staff of 
Grace Hospital, Detroit, to become the head of the 
Department of Roentgenology at the Ford Hospital, 
Detroit. 


Dr. and Mrs. John C. Dodds of Detroit sailed from 
Montreal, May 11, 19238. The doctor will attend 
Clinics in London and Paris. They will be gone 
about two months. 





On May 7, 1923, the animal experimental labora- 
tory on the estate of Dr. Charles H. Mayo of Roches- 
ter, was destroyed by fire at an estimated loss of 
$150,000. 


Or. Frederick Banting was officially appointed 
leofessor in Medical Research at a recent meeting 
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of the board of governors of the University of 
Toronto. 

The Sixth Congress of the International Surgical 
Association will be held in London England, July 
17-20, 1923, under the chairmanship of Sir William 
Macewen. 








Dr. and Mrs. W. J. Stapleton and family will leave 
Detroit, July 2, 1923, for a two months’ trip to 
Europe. The doctor intends to attend clinics in 
Vienna. 


Dr. F. G. Novy of Ann Arbor delivered an address 
at the celebration of the eight hundredth anniver- 
sary of St. Bartholomew’s Hospital, in London, June 
7-9, 1928. 





Dr. Hugh Cabot of Ann Arbor read a paper on 
“Small Renal and Urethal Calculi’’ before the West- 
ern Ontario Academy of Medicine, May 25, 1923, in 
London, Ontario. 


Dr. David M. Cowie of Ann Arbor was elected 
president of the American Pediatric Society at its 
thirty-fifth annual meeting, held in’ French Lick 
Springs, Ind., May 31-June 2, 1923. 








Dr. H. A. Luce has severed his connection with 
the Pennsylvania Avenue Sanitorium after seventeen 
years’ service. Still retains his office in the Whit- 
ney Building. 


Dr. Hugh A. Stewart of Flint has been’ appointed 
by Governor Groesbeck a member of the Michigan 
State Board of Registration in Medicine to take 
the place of Dr. Arthur Hume of Owosso (resigned). 


In April the Connecticut legislature passed an act 
directing the State Department of Public Health to 
refuse the federal aid provided for under the Shep- 
pard-Towner law. The governor signed the act. 


Mt. Pleasant, Mich., May 23.—Ward F. Miller, 
chiropractor at Shepherd, was found guilty of viola- 
tion of the state medical registration law and was 
sentenced to 45 days in the county jail and fined 
$150. 


The Detroit East Side Physicians’ Association 
elected the following officers at its annual meeting, 
held May 18, 1923: President, Dr. C. F. Kuhn; vice 
president, Dr. H. L. Clark; secretary, Dr. E. C. 
Baumgartner, and treasurer, Dr. A. E. Voegelin. 


Dr. George Van Amber Brown of Detroit delivered 
the oration on surgery, ‘Practical Points in Embry- 
ology and their Relation to Kidney Surgery” at the 
annual meeting of the Illinois State Medical Society, 
May 15-17, 1923. 





Dr. Warren T. Vaughan (son of Dr. V. C. 
Vaughan) has resigned as attending physician to St. 
Elizabeth’s Hospital, Richmond, Va. Dr. Vaughan 
will assume the editorship of the Journal of Labora- 
tory and Clinical Medicine. 


The forms of this issue were closed on June 16th 
by reason of the editor’s departure to San Fran- 
cisco to attend the annual meeting of the A. M. A. 
This will account for the omission of copy reaching 
this office after that date. 


The Wayne County Medical Society elected the 
following officers, May 21, 1923: President, Dr, F. A. 
Kelly; vice president, Dr. G. E. Frothingham; secre- 
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tary, Dr. B. C. Lockwood, and trustee, Dr. W. M. 
Donald. 


Dr. Henry M. Hurd was given a dinner, May 3, 
1923, in commemoration of his eightieth birthday 
by the physicians of Baltimore. Dr. Hurd was at 
one time superintendent of the Eastern Michigan 
Asylum at Pontiac. 

At the annual meeting of the Detroit branch of 
the American Urological Association, the following 
officers were elected: President, Dr. W. E. Keane; 
vice president, Dr. W. C. Martin; secretary-treasurer, 
Dr, HH. ly. Morris: 

The Detroit Medical Club elected the following 
officers, May 17, 1923: President, Dr. J. H. Demp- 
ster; vice president, Dr. E. W. Mooney; secretary- 
treasurer, Dr. L. F. Webber; trustees, Doctors F. 
W. Meader, J. E, Davis and W. D. Ford. 


A committee representing the Iowa State Med- 
ical Association and other organizations has been 
named to co-operate with the State University of 
Iowa College of Medicine in planning courses to 
train physicians for general practice in the rural 
sections of the state. 


The Board of Trustees of Butterworth Hospital, 
Grand Rapids, adopted a new constitution and by- 
laws, and for the purpose of reorganization the en- 
tire medical staff voluntarily tendered their resig- 
nations. The staff is to be reorganized on an entire 
new plan. 


Dr. Leo Dretzka of Detroit sailed for Europe on 
April 17, 1923, on the S, S. Mauretania. While 
abroad, he will visit clinics in Rome, Berne, Vienna, 
Berlin and Paris, and in June will attend the In- 
ternational Surgical Congress in London. Mrs. 
Dretzka, who has been abroad for one year, will re- 
turn with Dr. Dretzka in the fall. 


At the annual meeting of the Alumni Association 
of the Detroit College of Medicine, June 14, 1923, 
Dr. Howard W. Pierce of Detroit was elected presi- 
dent: Dr. Walter J. Wilson of Detroit, honorary 
president, and Dr. Angus McLean of Detroit, a 
member of the board of trustees. 


The American Gynecological Society held its 
forty-eighth annual meeting in Hot Springs, Va., 
May 21-23, 1923. Dr. B. C. Hirst of Philadelphia, was 
elected president; Doctors J. O. Polak of Brooklyn, 
and H. M. Little of Montreal, vice presidents; Dr. 
A. H. Curtis of Chicago, secretary, and Dr. C. C. 
Norris of Philadelphia, treasurer. 


The Annual Cninic Week of the Alumni Associa- 
tion. of the Detroit College of Medicine was held 
June 11-15, 1923. The following out-of-town physi- 
cians appeared on the program: Doctors J. B. Squier 
of New York, A. C. Morgan of Philadelphia, J. C. 
Litzenberg of Minneapolis, W. W. Babcock of Phila- 
delphia, Emil Novak of Baltimore, C. L. Scudder of 
Boston, and William Sharpe of New York. 


Dr. A .W. Ives of Detroit was appointed superin- 
tendent of the State Public School at Coldwater by 
Governor Groesbeck, May 17, 1923. Dr. Ives suc- 
ceeds Dr. J. B. Montgomery, who has headed the 
institution for about 25 years. The Coldwater school 
is an institution for normal, dependent children and 
has a population of about 300. 


The American Gastro-Enterological Association 
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elected the following officers at its annual meetin», 
held in Atlantic City, April 30-May 1, 1923: Presi. 
dent, Dr. R. W. Mills of St. Louis; vice presiden‘s, 
Doctors David Riesman of Philadelphia and A, ‘°, 
Chace of New York; secretary, Dr. John Bryant of 
Boston, and treasurer, Dr. C. R. Jones of Pitts- 
burgh. 

The Detroit Academy of Medicine gave a coin- 
plimentary dinner to Dr. P. M. Hickey at the [De- 
troit Country Club, May 22, 1923. Dr. B. R. Shurley 
acted as toastmaster and Doctors G. L. Kiefer, R. 
B. Canfield (Ann Arbor), A. W. Crane (Kalamazo»), 
W. H. Sawyer (Hillsdale), and P. M, Hickey spoke. 
Dr. C. G. Jennings, in behalf of the Academy, pre- 
sented Dr. Hickey with a silver pitcher. About 75 
physicians were present. 





County Society News 


GRATIOT-ISABELLA-CLARE 


The June meeting of the G. I. C. was held in the 
Park House, St. Louis, Tuesday, June 12. The mem- 
bers and their guests were the guests of the Park 
House for a delightful supper. <A long table was 
artistically decorated in the spacious dining room, 
where 30 sat down to a bounteous supper, Dr. A. 
R. Wheeler, the attending physician to the St. 
Louis Sanitarium, was responsible for the invitation 
to our society to have this supper and meeting with 
them, and later was given a vote of thanks. 

In the absence of President Brondstetter, Vice 
President DuBois called the meeting to order. Dr. 
Cc. F. DuBois was elected delegate, and Dr. E. T. 
Lamb, alternate to the State Society meeting. 

Dr. Oliver Lohr of Saginaw then talked to the 
society on ‘‘Laboratory Methods in Goitre,’’ show- 
ing how a metabolism test is made. Dr. J. D. Bruce, 
also from Saginaw, then read a paper on the diag- 
nosis and treatment of Goitre. These papers were 
discussed by Doctors I. N. Brainerd and R. B. Smith. 
Altogether a very pleasant and profitable evening 
was spent. 

E. M. Highfield, Secretary. 





OAKLAND COUNTY 


A regular meeting of the Oakland County Medical 
Society was held the evening of May 23, at the 
Hotel Allendorf, Holly. Twenty-seven were present, 
which included four from Fenton, and one from 
Clyde as our guests. 


Dr. Keller of Holly presented the paper of the 
evening, the subject of which was ‘‘The Practical 
Treatment of Pneumonia.” Dr. A. V. Murtha pre- 
sented the serum treatment of type one pneumonias, 
complimenting Dr. Keller’s paper. Discussion was 
opened to the house and many valuable points 
stressed. 

No further business was taken up and the meet- 
ing was adjourned. 

Dr. P. D. Hilty of Birmingham, one of our mem- 
bers, who was secretary of this society last year, 
dropped dead in church, Sunday, June 10. Dr. 
Hilty was one of the prominent members of this 
society, and his untimely demise removes from 
among us a personality that will be greatly missed. 
He was loved and admired by all who knew him. 
Burial took place at Birmingham, the funeral cere- 
mony being held at his home, 130 Elm street. A 
large representation of the medical men of the so- 
ciety from all parts of the county attended the last 
rites. 

Dr. R. G. Tuck has left the government hospital 
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at Detroit and is now living with his parents at 
Brown City, Mich. At this particular writing he is 
visiting at the home of his brother-in-law, Mr. 
Stader, on State street, Pontiac. Dr, Tuck is much 
improved, his paralysis departing slowly. 
Frederick A. Baker, Secretary. 





- Book Reviews 


MEDICAL STATE BOARD QUESTIONS AND AN- 
SWERS. By R. Max Goepp, M. D., Professor of 
Clinical Medicine at the Philadelphia Polyclinic; As- 
sistant Professor of Clinical Medicine, Jefferson Med- 
ical College. Fifth edition, thoroughly revised. Oc- 
tavo volume of 731 pages. 1923, cloth, $6 net. W. B. 
Saunders Company, Philadelphia and London. 


The revised edition represents the progress of 
medicine. It is of value to those who are prepar- 
ing themselves for examinations before state boards. 


A TEXTBOOK OF THERAPEUTICS—The New (Sixth) 
Edition. Textbook of Therapeutics, including the 
Essentials of Pharmacology and Materia Medica. By 
A. A. Stevens, M. D., Professor of Applied Thera- 


peutics. University of Pennsylvania, Philadelphia. 
Sixth edition, entirely reset. Octavo of 793 pages. 
Cloth, $6.25 net. W. B. Saunders Company, Phila- 


delphia and London. 


This revised sixth edition of a text that has been 
recognized as of value and authority represents the 
advances of Pharmacology and applied therapeutics. 
It includes for the first time benzyl benzoate, 
thyroxin, mercurochrom, pituitary extract and simi- 
lar new remedies that are of accepted value. Here 
is a desk text that quickly enlightens one in regard 
to the use of drugs in influencing disease. 


NEW AND NONOFFICIAL REMEDIES, 1923, contain- 
ing descriptions of the articles which stand accepted 
by the Council on Pharmacy and Chemistry of the 
American Medical Association on Jan. 1, 1923. Cloth. 
Price, postpaid, $1.50. Pp. 415+ XXXVI. Chicago: 
American Medical Association, 1923. 

The progressive, up-to-date physician cannot dis- 
pense with the newer remedies, proprietary and non- 
proprietary. Yet he can neither select them on the 
basis of the manufacturers’ claims alone, nor devote 
his patients to experiments while he tries out those 
claims. 


New and Nonofficial Remedies is the publication 
of the Council on Pharmacy and Chemistry through 
Which this body annually presents the American 
medical profession with disinterested, critical in- 
formation about the proprietary medicines which are 
offered to the profession, and which the Council 
deems worthy of recognition. In addition to the 
descriptions of proprietary preparations, the book 
contains descriptions of those nonofficial remedies 
which the Council deems deserving of consideration 
by the profession. 


A valuable feature of the book is the grouping of 
preparations in classes. Each of these in introduced 
by a general discussion of the group. Thus the sil- 
ver preparations, the iodine preparations, the arsenic 
preparations, the animal organ preparations, the bio- 
logic products, ete., each is preceded by a general, 
thoroughly up-to-date discussion of the particular 
sroup. These general articles compare the value of 
the products included in the group with similar 
pharmacopeial and other established drugs which it 
is proposed that these proprietary preparations shall 
supplant. 

A glance at the preface of this volume shows that 
the book has been extensively revised. In fact, each 
edition of New and Nonofficial Remedies is essen- 
tially a newly written book, brought up to date by 
those who speak with authority on the various 
phases of therapeutics. 
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Physicians who wish to know why a given proprie- 
tary is not described in New and Nonofficial Reme- 
dies will find the References to Proprietary and 
Unofficial Articles not found in N. N. R. of much 
value. In this chapter (in the back of the book) 
are given references to published articles dealing 
with preparations which have not been accepted. 

New and Nonofficial Remedies should be in the 
hands of all physicians who prescribe drugs. The 
book contains information about the newer materia 
medica which cannot be found in any other pub- 
lication. 

The book will be sent postpaid by the American 
Medical Association, 535 North Dearborn, street, 
Chicago, on receipt of $1.50. 


INTERNATIONAL MEDICINE. Three volumes and 
Desk Index. By James C. Wilson, A. M., M. D. 
Professor of Medicine, Jefferson Medical College, as- 
sisted by C. H. Turner, M. D. 427 illustrations. 
Price $20.00 for set. 

The first two volumes are devoted to medical 
diagnosis. The third volume is on treatment and 
in its preparation the author is assisted by Samuel 
Bradbury M. D. of Cornell University Medical Col- 
lege. A valued desk index volume enhances and 
completes the set. This is the sixth edition of an 
accepted standard set that has held, and continues 
to hold an authoritative place in our literature. 

It is a practical presentation of medical diagnosis. 
In making this assertion we convey the opinion that 
it is practical in its positiveness and application. 
One seeks, finds and is definitely instructed. In its 
discussion on diagnosis one is placed in possession 
of all that is accepted and recognized to be of value 
when endeavoring to complete a diagnosis. Nothing 
remains to guess or wonder about. Therefore we 
accord this work our hearty endorsement and com- 
mendation. 

The third volume on treatment supplies the final 
need of the practitioner and makes this set most 
complete. Each of the diseases is covered and the 
physiological medicinal and dietetic methods and 
aids in treatment are adequately detailed. 

The entire set merits full and confident reception. 
It belongs in the library of every studious and 
progressive physician. 





EPIDEMIOLOGY AND PUBLIC HEALTH. A text and 
reference book for physicians, students and health 
workers. In three volumes, by V. C. Vaughan, M. D., 
LUD.: H. F. Vaughan, and G. T. Palmer. Volume II, 
peu pp., cloth, price $9.00. C. V. Mosby Co., St. Louis, 
NLO. 

This is volume two of a system that we commented 
upon some months ago when volume one was issued. 
This volume is devoted to nutritional disorders, ali- 
mentary infections and percutaneous infections. 
The arrangement is similar to volume one. Dis- 
eases are grouped according to the avenues by which 
the virus reaches and infects the body. 

We repeat, this is the most comprehensive work 
existing. It’s value becomes more and more ap- 
parent as one delves in the text. It is the most im- 
portant text of the day and is needed by every 
doctor. We trust it will receive the widespread 
distribution that it merits. Buy it, doctor, you never 
bought a better book. 





THE TONSILS: FAUCTAL LINGUAL AND PHARYN- 
GEAL. Harry A. Barnes, M. D., Harvard Medical 
School. Cloth, 217 pp., illustrated, second edition, 
price $5.00. C. V. Mosby Co., St. Louis, Mo. 

Here we have a discussion of accepted facts con- 


cerning the lymphoid tissue of the throat. In addi- 


tion the application of these facts in clinical work 
is well presented. This second edition reflects the 
accepted changes of recent years. 

splendid chapter on focal infections. 


It contains a 
It is a text 
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that will keep one from going wrong on the mooted 
tonsil question. We commend it most favorably. 


CEREBROSPINAL FLUID IN HEALTH AND IN 
DISEASE. Abraham Levinson, M. D., Northwestern 
University Medical School. Cloth, 266 pp, 69 illus- 
trations. Price $5.00. Second edition. C. V. Mosby 
Co., St. Louis, Mo. 

A real scientific and valued study of what may 
be learned from the cerebral spinal fluid in health 
and in disease. It is presented in such a manner 
as to make it a manual for every man and of dis- 
tinct aid in diagnosis and treatment. 


TONSILECTOMY. Greenfield Sluder, M. D., Washing- 
ton University. Cloth, 176 pp., 90 illustrations. Price 
$5.00. C. V. Mosby Co., St. Louis, Mo. 


By means of this monograph the author presents 
the method of tonsilectomy by means of the alveolar 
eminence of the mandible and a quillotone. It is 
a splendid monograph, well illustrated and distinctly 
sets forth the method for which the author is noted. 
There is also included a very satisfactory discussion 
on anatomy, pathology and diseases of the tonsils. 


All in all, it is a monograph of distinct intrinsic 
value. 


HOW WE RESIST DISEASE. An introduction to im- 
munity, by Jean Broadhurst, Ph.D., Assistant Pro- 
fessor of Biology, Teachers College, Columbia Uni- 
versity. 1388 illustrations and 4 co.or plates. 


The most successful attempt yet made to cover 
briefly the almost limitless field of immunity. It 
is planned to meet the needs of beginners, more 
particularly nurses and general college students 
who have time but for a simple brief course in 
bacteriology. The glossary defining over one hun- 
dred of the more technical terms insures the usabil- 
ity of the volume by the intelligent layman. There 
are one hundred and forty-two illustrations of un- 
usually wide range and interest. The preventive 
as well as the curative phases of resisting disease 
are covered under three divisions—(1) antiserums 
(and antitoxins) (2) the various types of vaccines, (3) 
tests of an individual’s susceptibility or resistance. 
This is the only work presenting briefly—in ten les- 
sons—the various phases of immunity; antiserums, 
vaccines, anaphylaxis. It also covers five other les- 
sons of the model curriculum for nurses, in bac- 
teriology, serum therapy, etc. 


Each chapter begins with a tabulated outline, 
presenting to the student at a glance the main 
topics included in, each chapter and the interrela- 
tionships of those topics. 


Study suggestions are given at the end of each 
chapter, with memory or review questions. 

This book is an introduction—a simplified text on 
immunity and not merely an abbreviated one. 


APPLIED PSYCHOLOGY FOR NURSES. Lippincott’s 
Nursing Manuals. By Donald A. Laird, Assistant 
Professor of Psychology, University of Wyoming. 
First edition, 8 vo. Volume 1., 236 pp., 49 illustrations. 
Price $2.50. J. B. Lippincott Company. 

This book is the result of an attempt to select 
from the vast literature of psychology those facts 
that will be of most immediate aid to nurses in 
understanding the patient, themselves, and their 
fellow-men, as organisms that act, think and feel. 
The author has endeavored to avoid all controversial 
matter that is not borne out by fact. The point of 
view from which the facts are presented is biological. 
This does not alter the fact or applications. But it 
does seem to further the intelligent understanding 
of the behavior of human beings. 

The text of the book is divided into four parts. 
Part one is introductory in nature, Part two pre- 
sents the biological foundations of behavior. In 
Part three the more practical results of the bio- 
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logical adaptations at the psychological level 
presented. In part four, certain aspects of Ment»! 
Hygiene, not taken up in other parts of the book, 
are considered. Such important questions as tie 
Cause and Nature of Mental Ill-Health, Something 
About the Feeble Minded, How to Use Suggestion 
What Should be expected from Psychology in Me::-’ 
cine and Nursing, the Basis of Human Behavior, the 
Biological Foundations of it in the Origin of Mans 
Needs, Use and Abuse in Thought and How Pe. 
havior Indicates Mental Activities, The Tempera- 
ments in Nursing, and the Nurse and the Mental 
Health of the Nation, are dealt with in such a wiy 
as to be of practicable help to the nurse who would 
understand her own mental life, and to the patient 
whose mental life should be understood by the 
nurse. 


LABYRINTH AND EQUILIBRIUM. Monographs on 
Experimental Biology. By Samuel Steen Maxwell, 
M. S., Ph.D., Professor of Physiology in the University 
of California. 8& vo. First edition, Vol. 1. 163 pp., 
11 illustrations. Price $2.50. J. B. Lippincott Co. 
The aim of this book is to present an ob- 

jective study of the equilibrial reactions of verte- 

brate animals and the mechanism through which 
these reactions are produced. Discussions of the 
possible subjective sensations in connection with 
labyrinthine excitation, and of clinical applications 
of the facts are both outside the scope of the book. 

The ears of fishes have proved to be in many Ways 

the most favorable objects for these investigations. 

The author’s experiments on the functions of the 

different portions of the labyrinth, especially of the 

otoliths, were possible only because of the large size 
and the accessibility of the structures concerned. 

For these reasons the contents of the book is devoted 

largely to the description of the experiments on the 

ears of selachians and the statement of conclusions 
which may be reached from these experiments. 
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